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Industry and the Community Hospital 
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W. S. CALDWELL, MD. 


Assistant Director, Ontario Division, Canadian Red Cross Society, Toronto 


OT easy is the problem of an industrial concern 
N when it undertakes to provide efficient medical 

service for its employees at normal cost. While 
occasionally the principal difficulty concerns itself with 
the selection of capable doctors, more often it is related 
to the securing of proper hospital facilities. Particularly 
is this true in pioneer districts distant from our larger 
urban centres, as for instance in many parts of Northern 
Ontario where from observations made recently in sev- 
eral areas these views have been crystallized. Perhaps 
some observations on the subject at the present time would 
not be amiss in view of renewed industrial activity 
throughout the country in recent years. 

When first presented with the problem of providing 
hospitalization for employees, managers are often led to 
believe that the natural solution is a company private 
hospital. With such, hospitalization can be had at cost. 
Complete control is exercised over the use made of avail- 
able accommodation. The staff can be changed at will. 
Property and equipment can be made adequate to meet 
any special needs arising from hazards peculiar to the 
industry concerned. Reasoning thus, it seems logical to 
conclude a company-operated hospital is indicated. 

But the problem is not always so simple. To deal with 
the matter intelligently, certain less obvious factors must 
be considered. Industrial management will be the first 
to recognize that the operation of a hospital is a -special- 
ized service demanding a diverse training and experience. 
It requires not only experience in business administration 
but a knowledge of medicine and surgery, hospital equip- 
ment, dietetics and domestic management, hospital, public 
health and social service law, and many other related sub- 
jects. Because it is a specialized service, it holds greater 
possibilities of error, inefficiency and financial loss than 
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many other services that must be provided employees. 
Where an institution is sufficiently large to justify the 
employment of persons qualified to assume full responsi- 
bility, efficiency will result. But most company hospitals 
are too small to justify the necessary expense. In such 
instances, better services will be secured if the operation 
of the hospital can be turned over to some agency mak- 
ing a special study of hospital administration, or if forces 
are joined with other groups for the establishment of a 
larger institution. 

Among such groups there is always that section of the 
general public who are not members of an employee’s 
family. These are a constant embarrassment to a private 
hospital. If the accommodation is sufficient to admit out- 
siders, the company is required to carry a capital invest- 
ment beyond their immediate need. Either fees must be 
unduly high to pay for interest and depreciation or the 
company must carry some portion of the cost of caring 
for those towards whom it has no responsibility. But 
more often the capacity of the hospital is only sufficient to 
care for employees and their immediate families. The 
company is then put in the unpleasant position of being 
compelled to refuse admission of others. Sooner or later 
some tragedy is sure to result causing for the company 
harmful publicity and loss of goodwill. 

Still greater injustice arises when the patient is an 
indigent. If an indigent patient is admitted to a general 
hospital, payment of at least a part of the cost of his 
maintenance is provided by Provincial and Municipal 
grants in aid. During 1936, the latest available figures, 
these grants amounted to nearly three million dollars and 
averaged over 60c for each day’s care given to every 
adult and child admitted that year to the 144 Public and 
Red Cross Hospitals operating within the Province. 
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These grants are not available to private hospitals. If, 
therefore, an indigent seeks admission to a private hos- 
pital, either the patient must be maintained entirely at the 
cost of the hospital or be refused admission. Yet should 
the patient be refused admission and a tragedy result, the 
company, in many instances, will be charged with penu- 
riousness. In other words, a private company hospital in 
its relation to the low-income citizen often must choose 
between loss of money or loss of goodwill. : 

Of course, if a private hospital is established near to a 
general hospital, consideration for non-employee families 
becomes unnecessary. As a matter of fact, however, com- 
pany private hospitals, if they are built at all, are usually 
established in new communities where no other hospital 
facilities are available such as in the vicinity of a mine, 
a great mill or some similar development. Such an in- 
dustry usually attracis to the community a large miscel- 
laneous population in which, incidentally, the proportion 
of transients, hangers-on and independent tradespeople of 
low earning power is likely to bulk unusually large. Par- 
ticularly is this true in the early siages of the company’s 
operations when the non-employee population is small. 
The possibility of the non-employee population setting up 
a hospital without the aid of the company :s remote, but 
the establishment of a private company hospital precludes 
all possibility of that event. As the company is indirectly 
responsible for the presence of these people in the com- 
munity, those directing the affairs of the company should 
feel some moral obligation to see that hospital facilities are 
provided. Since to provide such facilities by a private 
hospital is not practical from a financial standpoint, it 
would seem the part of wisdom for industry to direct its 
effort toward the establishment of a general hospital. 


But it may be asked, what assurance has the com- 
pany that beds will always be available for its employees ? 
Often fear is entertained that the hospital will be kept 
crowded with non-employees. Nor is such concern un- 
natural. A goodly proportion of industrial’ hospital ad- 
missions is the result of accidents which create an emer- 
gency demanding immediate action. Delay is then a 
serious matter and hospital beds must be always avail- 
able. Moreover, such accidents frequently cause injury 
simultaneously to a number of workmen, each of whom 
may require a hospital bed. In the absence of s‘atistical 
proof, it seems reasonable to suspect that industrial work- 
ers have a rate of hospitalization somewhat greater than 
have the general population, for the incidence of injury 
is superimposed on the incidence of ordinary sickness. If 
this be so, it naturally follows that at a fixed bed capa- 
city per 1,000 population the margin of safety will be 
greater in a large hospital adequate to the needs of the 
population of the entire district than in a small hospital 
adequate only to the needs of the employee population. 

Little need be said about the question of having a staff 
congenial to the company. If a desire to exercise patron- 
age is eliminated from consideration—as well it might be 
when efficient administration is the goal—the staff is no 
less likely to be congenial to the company because it must 
be congenial to all others interested in the hospital. More- 
over under competent supervision, the staff is likely to be 
more efficient as well as more congenial. 

Assurance will also be wanted that the property and 
equipment are such as to assure efficient hospital tech- 
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nique. Assuming that capital costs will be met by the ip 
terested groups on a per capita basis, it is reasonable tg 
conclude that a company is more likely to have adequate 
equipment at a smaller per capita cost in a joint projeg 
with other groups than if it attempted alone to make pre 
vision for a smaller number. For example, X-ray equip 
ment suitable for the practice of industrial surgery wil 
cost the same whether used exclusively by company em 
ployees or by the entire population. The same principle 
applies to operating room, sterilizing, laundry, kitchen and 
most other general equipment as well as to the structure 
in which such equipment is housed. 

Overshadowing all other considerations, however, is the 
relative cost of operation. Unfortunately the per capita 
per diem cost of private hospitals is not given in the re 
ports made to the Provincial Department of Health. This 
information, therefore, is not shown in the report of the 
Inspector of Hospitals. It is significant, however, that 
according to the latest available figures, the average cost 
of operation of all General and Red Cross Hospitals in 
Ontario is $3.06 per capita diem, while the average per 
diem cost of the Public and Red Cross Hospitals in the 
province north and west of North Bay is $2.94. These 
figures include the cost of maintenance and repairs, but 
they are exclusive of capital charges, interest and depre- 
ciation. When it is recalled that the prevailing rate for 
the care of industrial patients in hospital is from $2.50 to 
$3.00 per day, it is obvious that a company can buy eff- 
cient hospital care at less cost than such care can be pro- 
vided by the industry itself. 

If, as stated above, the proposed general hospital is 
sufficiently large to permit of the employment of a trained 
administrator or if the operation of the hospital is en 
trusted to some agency with a professional staff supervis- 
ing a number of small hospitals, such as Church Mis 
sionary Societies, Religious Orders of Nursing Sisters or 
the Canadian Red Cross Society, excellence of service is 
combined with a known per diem cost and company off- 
cials, community leaders and public health officials are 
completely relieved of all worry with regard to adminis- 
trative detail. 

Only one difficulty sometimes presents itself in the es 
tablishment of an industry-sponsored general hospital— 
the financing of the capital cost. The logical method of 
determining the proportion of the total cost to be met 
by the respective groups in a joint undertaking is on a pet 
capita basis, the dependents of each breadwinner being 
included with the group to which he belongs. The need 
for an institution of this kind usually arises in a new 
community and the district may be quite isolated. It 
often happens, therefore, that the general population of 
such a community is not able to raise immediately the 
funds necessary to meet its share of the capital cost. 

If the community is organized, the problem is less 
difficult since the share of the general population can be 
raised by municipal debenture. The sale of the deber 
tures in turn is related to the prospects of the industry 
around which the municipality has arisen and sometimes 
it becomes necessary for the industrial interests to pur 
chase the issue. This is frequently done as no industty 
would contemplate the erection of any kind of hospital 
until the company was reasonably established and undet 
such circumstances it is as logical to purchase the debe 
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§ ture issue of the dependent municipality as to put up its 
own share of the capital cost. 

Where no municipal organization has been effected, re- 
sort must be had to the raising of funds by voluntary ef- 
fort. This involves a campaign for contributions either 
of funds or of labour, construction materials, equipment 
and other donations in kind. A balance of the amount has 
frequently been raised by mortgage on the building and 
paid off over the years. 


This latter method of financing, even when other more 


direct methods could be utilized, has much in its favour. 
| It creates among the rank and file of the populace an in- 
creased interest in the project and a greater sense of re- 


sponsibility for its success. Individuals and institutions 
outside the community may be given an opportunity to 
assist. The organization created for the purpose produces 
informed leadership for the continued direction of hos- 
pital affairs. Finally, what is probably most important, it 
promotes a better understanding and a greater co-opera- 
tion between the various groups participating in the en- 
terprise and engenders an improved community spirit. 

Indeed, from whatever angle industry may study the 
question—whether service efficiency, community welfare 
or sickness cost—the value of a public general hospital to 
all concerned becomes ever more apparent on continued 
thought. 





HOSPITAL LEGISLATION 


eo 
F. C. MIDDLETON, M_.D., 


Chairman, Hospital Legislation Committee, 
Canadian Hospital Council 


T the meeting of the Canadian Hospital Council 

held in Ottawa in September, 1937, the Com- 

mittee on Hospital Legislation presented its re- 
port, which it is understood is later to appear in bulletin 
form (No. 24) issued by the Council. In the meantime, a 
summary has been requested for the Canadian Hospital 
Journal. 

Bulletin No. 9 of the Canadian Hospital Council pre- 
pared in 1933, and Bulletin No. 16 prepared in 1935, con- 
tain fairly comp!ete information relative to legislation in 
the various provinces up until October, 1935. The Com- 
mittee report for the 1937 Council meeting therefore has 
attempted to include new and amended legislation enacted 
by provincial and federal governments, in the period Oc- 
tober, 1935 to June, 1937, during which period there had 
been two sessions of Provincial and Federal legislatures. 
As might be expected during these depression years, much 
of the legislation has to do with the economic side of hos- 
pitalization. 

Residency 


British Columbia: In 1936 the “Residency and Respon- 
sibility Act’’ was passed to be brought into operation by 
proclamation. This Act defines “residence” in local areas 
and the responsibility of the Crown and of the Munici- 
palities under certain Acts relating to Relief. 


Health or Welfare Services 


An adult is deemed a resident of a local area if (a) 
he has resided in that area for a continuous period of one 
year or more without having received aid by way of re- 
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lief from any source designated by the Board of Arbitra- 
tion established under this Act; (b) If he does not 
qualify under clause (a) three years or more are neces- 
sary; (c) If unable to qualify under clause (a) or (b) 
and he has lived in the province for a year or more with- 
out receiving relief, he is considered a resident of the 
local area in which he has lived longest, within the pre- 
ceding three years. All disputes as to residency shall be 
referred to the Board of Arbitration composed of three 
members appointed by the Lieutenant-Governor-in-Ccun- 
cil. The decision of the Board shall be final. 


Alberta: The Municipal Hospitals Act was amended in 
1936, giving a corporation which is a ratepayer the pri- 
vilege of nominating to the Hospital Board, a resident 
emp!oyee. It also provided for the Board fixing a normal 
hospital tax for a ratepayer; for the inclusion in a pro- 
posed hospital district of area included in an established 
district ; and for the tax payable by a ratepayer where the 
minimum tax is fixed. In 1937 an amendment provided 
for the appointment by the Minister of members of a hos- 
pital board to represent a municipality whose affairs are 
under the administration of a public administrator. 


Saskatchewan: “Direct Relief Act” of 1936 outlines 
resident qualifications for direct relief :—Every person 
who has lived within a municipality for at least one year, 
and each member of his family and other dependent who 
has not acquired a separate residence shall be deemed to 
be a resident of such municipality and to be so resident 
until he has acquired a residence in another municipality 
or has removed from the province and been absent there- 
from for one year. Provided that where a person has not 
resided continuously in any municipality for a period of 
one year during the three years immediately preceding 
his application for relief, he shall be deemed to be a 
transient. 

A woman, by marrying, shall acquire the residence of 
her husband. Until a member of a family has acquired a 
residence in his own right his residence shall be deemed 
to be that of the parents. The residence of an illegitimate 
child shall be that of the mother. A child born in a hos- 
pital or charitable institution shall not merely by reason 
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of being born there, acquire a residence in the municipal- 
ity in which the institution is situated. 

Manitoba: In 1936 the Municipal Act was amended 
making certain changes in the method of calculating resi- 
dence although the bases for residential determination, 
namely, the one year’s residence, or, failing that, sixty 
days’ residence, remains the same as before. 


This amendment provides that :—“Every adult who has 
during the three years immediately prior to his ‘first re- 
ceipt of relief within the province, lived in a corporation 
or in unorganized or disorganized territory for at least 
one continuous year, shall thereby acquire residence in 
such corporation or territory, and shall retain such resi- 
dence until he lives in another corporation, or in unor- 
ganized or disorganized territory within the province for 
at least one continuous year without relief; or removes 
from the province and remains therefrom for one con- 
tinuous year without relief. If, during the said period of 
three years, mentioned above, any person otherwise cap- 
able of acquiring residence thereunder has not lived in 
any corporation or in unorganized or disorganized terri- 
tory within the province for at least one continuous year, 
then the residence of such person shall be in the corpora- 
tion or territory in which he lived continuously the 
longest during the last year of such three years, provided 
such living be for a period of at least sixty days duration, 
and the person shall retain the residence so acquired until 
he lives in another corporation or in unorganized or dis- 
organized territory within the province for a continuous 
period of equal or greater length, without relief; or re- 
moves from the province and remains therefrom for a 
continuous period of equal or greater length without re- 
lief.” 

Ordinarily a married woman shall have the residence of 
her husband. She shall acquire residence in her own 
right by living separate and apart from her husband 
within the province without relief for one continuous 
year. 

“Relief” :—Means assistance in the form of mainten- 
ance given by the Dominion, the province or a municipal 
corporation within the province, but it shall not include 
hospitalization nor allowances given to any person by vir- 
ture of Part III of the “Child Welfare Act” nor pensions. 


Ontario: The Sanatoria for Consumptives Act was 
amended 1936, providing that where a pupil nurse re- 
quires hospitalization the costs shall not be a charge upon 
the municipality in which the hospital is located, and the 
municipality is liable in which the pupil was residing at 
the time she commenced training. 


Grants—Including Special Relief Grants 


Alberta: In June, 1936, hospitals were notified that the 
Government grant for the first six months of the year 
would be at the rate of 45 cents per patient day (instead 
of 50 cents), and during the second half the amount paid 
would not be less than 45 cents but might be greater but 
not exceeding 50 cents. 

Ontario: Regulations passed March 31st, 1937, provide 
that no provincial aid shall be payable for a_ hospital 
patient who, at the time of admission (a) was not a resi- 
dent of Ontario; (b) was a ward of the Department of 
Indian Affairs; (c) was a person for whose maintenance 
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the Department of Pensions and National Health @ 
Workmen’s Compensation is liable. No grant shall 
payable for a patient admitted and discharged the same 
day. If the Superintendent of the hospital has not in 
formed the Department of Immigration of the admissiog 
of a person liable to deportation, no provincial aid shall 
be payable. 

Quebec: The Quebec Public Charities Act was amended 
as follows: Class A.3:—In small centres where there isq 
minimum of -15 beds for the indigent, also in hospitals for 
incurables, etc., the cost which formerly was fixed a 
$1.05 per day has been raised to $1.50 a day. 


Maternity Cases 


Since January Ist, 1936, complicated obstetrical cases 
are taken care of at the rate of Class A-1, at $3.00 a day, 

Nova Scotia: Children’s Hospital Halifax, receives the 
same per diem aid from the Government as general pub 
lic hospitals, but has no power to recover maintenance aid 
from the municipalities. 

Salvation Army Maternity Hospital, Halifax, receives 
a lump sum of $1,000.00 per year from the Government, 


but has no power to recover municipal aid. 
Grants for Babies 


Ontario: Provincial aid for a baby of an indigent per- 
son, born in a hospital and whose parent has actually 
resided in unorganized territory for the period of three 
months within the five months period next prior to the 
birth of such baby, shall be at the rate of $1.00 per day 
up to a maximum of 14 days. 

Quebec: The provincial and municipal grants have 
been raised from 18 to 20 cents a day. 

Nova Scotia: Same grant as for adults. 


Tuberculosis Grants 


British Columbia: The Tuberculosis Institutions’ Act 
of 1936 provides for payment by the municipality to the 
Minister of Finance the sum of $1.25 a day for hos 
pitalization of any person in a provincial institution. 

Alberta: By the Tuberculosis Act of 1936 provision is 
made for the free treatment of all persons suffering from 
tuberculosis who have been residents of the province for 
twelve successive months out of the twenty-four imme 
diately preceding admission into any sanatorium operated 
by the Minister. 

Regulations provide for the discharge of patients to 
their homes as “out” patients; for diagnostic and follow- 
up clinic service; payment of specialists; free treatment 
as “out” patients of pneumo-thorax cases; and treatment 
of former residents of Alberta, who have returned to the 
province at a cost of $1.50 per day, until the expiration 
of twelve months continuous residence, after which treat- 
ment shall be free. 

Manitoba: Cities pay to the Sanatorium Board of 
Manitoba $1.80 per day for those unable to pay. This is 
recoverable. Also, the Municipal Commissioner shall each 
year apportion a levy among the municipalities of the 
province, excepting the cities, for a sum not exceeding 
$145,000, for the maintenance and support of the institw 
tions, under the Manitoba Sanatorium Board. If 4 
patient is a resident of unorganized territory or has not 
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established a residence in any municipality in the province, 
such patient is paid for by the Department of Health and 
Public Welfare at the rate of $1.80 per day. 

A statutory grant of 50 cents per patient day is paid 
by the province for public ward tuberculous patients. 

Ontario: In October, 1936, the provincial grant to 
Sanatoria for consumptives was reduced from 67% cents 
(formerly 75 cents) to 57% cents per patient day. 

Quebec: Sub-Division B-1 has been changed for Sub- 
Division J-1. 

Sub-Division B-2 is now Sub-Division J-2. 

New Brunswick: In April, 1937, the grant paid by the 
Government was increased from 75 cents to $1.00 per 
day for patients admitted after May 1, 1937. 

Nova Scotia: The Government pays $1.00 per day for 
cases of pulmonary tuberculosis, and hospitals have power 
to collect $1.00 per day for non-paying patients from the 
municipalities of their settlement. 


Convalescent Hospital Grants 


Ontario: In October, 1936, the provincial grant was 
increased from 30 cents to 40 cents per day, and munici- 
pal aid from 90 cents to $1.25. 

Quebec: Since January Ist, 1936, hospitals for con- 
valescent patients receive $1.00 per day for 40 days and 
70 cents a day for subsequent days. 


Hospitals for Incurables Grants 


Ontario: A reduction from 54 cents to 40 cents became 
effective October 1, 1936. 

Quebec: Hospitals of B-3 category receive $1.00 a day 
for incurables with some medical treatment, and those of 
B-4 receive 70 cents for chronic incurables requiring no 
medical treatment. 


Dispute as to Liability of Municipality 
for Payment 
Alberta: Hospital Act amendment, 1936—a dispute as 
to whether a patient is an indigent sick resident, or is 
one of sudden and urgent necessity shall be referred to a 
Judge of the District Court. 


Right of a Municipality to Reimbursement 


British Columbia: Disputes referred to a Board of 
Arbitration of three members. 

Saskatchewan: In 1936 the Rural Municipality Act 
was amended providing that where a Council has entered 
into an agreement with a hospital board for the care and 
treatment at the expense of the municipality of those in- 
cluded in the by-law, on the basis of a fixed rate per 
patient, the Council may, by resolution, declare that all 
sums paid to the hospital board under the agreement, shall 
be debts due to the municipality by the persons in respect 
of whom such sums were paid, and such sums may be 
recovered by the municipality. 

“The Council of any municipality may provide for ne- 
cessary medical and hospital care and treatment of any 
indigent person within the municipality who has not ac- 
quired a residence therein, and who is receiving aid or 
relief under this Act, and in such case the municipality 
may, subject to the provisions of Section 8, recover from 
the municipality in which such person is a resident, by 
action at law, all sums paid for or in connection with the 
medical and hospital care and treatment of such person. 
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Provided that no provision shall be made for medical 
or hospital care and treatment of any such person unless 
with the consent of the Council of the last mentioned 
municipality, or on the certificate of the Medical Health 
Officer of the first mentioned municipality, or the physi- 
cian attending the patient, or the director of a cancer 
clinic, conducted by the Saskatchewan Cancer Commis- 
sion, that it will imperil the life or health of the patient to 
delay treatment until such consent can be obtained.” 


Contracts Between Municipalities or Local 
Authorities and Hospitals 


Saskatchewan: In 1936 the Union Hospital Act was 
amended, providing that “Where a municipality, or a por- 
tion of which forms part of a Union Hospital district, has 
entered into or hereafter enters into an agreement under 
Section 51 with a Union Hospital Board, for the care 
and treatment of residents of the municipality or any por- 
tion thereof, the municipality or area in respect of the 
residents of which an agreement has been entered into, 
shall not be liable for any portion of any deficit arising 
from the non-payment of hospital charges for care and 
treatment of persons residing in any portion of the hos- 
pital district in respect of the residents of which an 
agreement under Section 51 has not been entered into by 
the municipalities concerned, but such deficit shall be 
borne by the municipalities or areas in which such per- 
sons res:de to the extent, in the case of each such muni- 
cipality, of the unpaid hospital charges for care and treat- 
ment of such of the said persons as reside in the muni- 
cipality. 

Any amount paid to the hospital board by a municipality 
under the above section may be :— 

(a) Recovered by the municipality. 

(b) Added to and form part of tax levy for hospital 
purposes in municipality or in the area in which such per- 
sons reside, as the case may require, in the year following 
that in which the deficit arose. 

In 1937 the Union Hospitals Act was amended as fol- 
lows: Where a by-law has been passed providing for 
hospital treatment at the expense of the municipality of 
“resident ratepayers,” the by-law shall extend and apply 
to the following persons, namely :— 

(a) Where the by-law refers to the whole municipality, 
any person assessed for land in the municipality and 
farming the same and who resides in the municipality, and 
any person residing in the municipality and farming land 
therein for the assessed owner of the land, where the 
assessed owner does not reside in the municipality. 

(b) Where the by-law refers only to a portion of the 
municipality, any person assessed for land in that portion 
and farming the same and who resides in the municipality, 
and any person residing in and farming land in that por- 
tion for the assessed owner of the land, where the as- 
sessed owner does not reside in the municipality. 

(c) Any person who is chief resident officer or an 
agent of a corporation or the duly nominated representa- 
tive of a church or other religious organization, which is 
assessed for land in the municipality, where the by-law 
applies to the whole municipality, or in the portion thereof 
to which the by-law applies, and who resides in the 
municipality. 

(d) The wife or husband of any person mentioned in 
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clause (a), (b), or (c) residing with such person and 
the children of such person dependent upon and residing 
with such person. 

Nova Scotia: In some coal mining communities the 
men employed in the mine agree to have 25 cents per 
week deducted from their wages, and this amount is paid 
in a lump sum through the office of the coal companies 
to the hospitals, and the men are entitled to public ward 
service free of charge and 50% deduction on private ward 
charges. Dependants of the men are also covered in this 
arrangement. 


Power of Municipality to Make Special Levy 


Nova Scotia: Every municipality has power under the 
local Hospitals Act to vote, collect, receive and appro- 
priate and pay all sums of money required by the muni- 
cipality for any purposes of the Act. 


Government Oversight of Hospitals 


Saskatchewan: The Public Health Act was amended 
in 1936, providing that no agreement shall be entered into 
or terminated by a municipal council for the provision of 
medical services or hospital care unless such agreement 
or termination of same has been approved by the Health 
Services Board. Subject to the relative Municipal Acts 
and to the approval of the Lieutenant-Governor-in-Coun- 
cil, the Health Services Board may make regulations 
governing the provision by municipal councils of hospital 
care for the residents of their municipalities. 

The Child Welfare Act was amended in 1936 and pro- 
vides that any person conducting or operating a “rescue”’ 
home (a building or part of a building wherein a woman 
or girl may be received for care during pregnancy) must 
have a license from the Commissioner of the Bureau of 
Child Protection authorizing him to do so. 

In 1937 the Local Government Board (Temporary 
Special Powers) Act was passed. This Act gives the 
L. G. B. power to inquire into the affairs of any local 
authority where the local authority has, by resolution of 
the council, board of trustees, board of directors, or hos- 
pital board, made such a request. 


Ontario 


Regulations Relating to Private Hospitals, 
July 7, 1936 

These regulations provided that :-— 

No private hospital shall conduct a training school for 
nurses or issue any diploma for nursing or practical 
nursing. 

No private hospital shall engage in any other business 
or occupation than that for which it is licensed. 

A patient in a private hospital must be under the care 
of a legally qualified medical practitioner. 

Advertising must be submitted and approved by the 
Minister. 

The superintendent must reside on the premises and 
must be either a medical practitioner or a registered nurse. 

A patient dangerous to other patients must not be ad- 
mitted. 

There must be no physical restraint of patients. 

Treatment orders must be signed by a medical practi- 
tioner. 

A complete case record must be prepared for every 
patient, and all records safely kept. 
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All tissues removed by operation, with certain minor 
exceptions, must be sent for examination to a pathologieg 
laboratory, and the report attached to the patient’s record 

No operation may be performed without consent ip 
writing signed by the patient or his representative, except 
in cases uf emergency. 

There must be a history, physical examination, an 
diagnosis before patient is submitted to any anesthetic 
or surgical operation, except in case of emergency. 

There must be a written description of the operation. 

The anesthetist must be a legally qualified medical prae. 
titioner and must prepare an anesthetic record. 

In case of abortion, two legally qualified medical prae- 
titioners shall examine the patient and make and sign 
records of their findings and recommendations before any 
operative interference is carried out. 

Abortions and deaths from pregnancies must be re 
ported to the department. 

The equipment of a private hospital is subject to in 
spection and approval. 

There must be sufficient qualified assistants when surg- 
ery is performed. 

Regulations under the “Public Hospitals Act” were 

revised on March 31, 1937. 

A summary of the more important features of these 
regulations provides that :— 

Every hospital shall be governed by a Board. 

The president of the medical staff shall be a member of 
the Board. 

The Board shall pass by-laws and regulations, among 
other matters, for the appointment of and prescribe the 
functions of a medical and surgical advisory board anda 
medical and surgical staff. 

The Inspector of Hospitals shall have certain duties 
and powers. 

No alteration, enlargement or remodelling of a hospital 
shall be undertaken without the approval of the Minister. 

In connection with contract work on a hospital, the} 
provisions of “The Government Contract Hours and 
Wages Act, 1936,” shall apply. 

Fire precautions must be taken, including alarms; i 
structions to nurses and employees; streichers; storage 
of X-ray films; use of non-inflammable tenting used im 
steaming treatments; sufficient standpipes and hose, and 
hand extinguishers; two independent means of egress 
from every floor; regular inspection for fire hazard. 

Isolation facilities must be provided. 

There must always be one registered nurse on duty. 

Records and returns must be approved by the Minister. 

When death from pregnancy occurs, a report must be 
forwarded to the Minister within 24 hours. 

Regular staff meetings shall be held. 

Fee splitting shall not be allowed by staff members ur 
less the account so indicates. 

No medical practitioner shall charge any fee for treat 
ing a case for whose treatment the hospital receives any 
payment from a municipality. 

In case a member of the medical staff is ill or absent, 
a substitute shall be arranged for, to take care of public 
patients. 

Indigent patients and non-indigent patients having ™ 


(Continued on page 38) 
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BUILDING MAINTENANCE 


C. C. GIBSON, 


Assistant Superintendent, General Hospital, Regina, Sask. 


chief object of our endeavors. It is also a fact that, 

as far as the public is concerned, the hospital is judged 
by the efficiency of the Nursing Service given to “Her 
Majesty” —the patient. 

This can only be accomplished by the proper functioning 
of all departments, directing their ac- 
tivities to that purpose. To fulfill this 
purpose we must have the co-operation 
of all the lay or mechanical depart- 
ments. Before dealing with any of the 
problems individually I think it should 
be understood that owing to the exist- 
ing economic era we all are trying to 
avoid making capital expenditures and 
we are, therefore, obliged to exercise 
our abilities in an endeavor to main- 
tain and preserve our present equip- 
ment. This is probably being done to 
the extent that it is now fulfilling duties 
for which it was never constructed or 
intended. Caution should be observed 
to be certain that none of these facil- 
ities are overloaded to a standpoint of 
danger. 


i? is true that the care and service to the patient is the 


* — 


The Boiler Room 


The boiler room is the heart of 
maintenance of the institution. With- 
out it the hospital cannot function. It 
is the source of supply of all energies 
required for sterilization, heat, water, 
and power. We must have a boiler capable of supplying 
the proper steam pressure for the necessary facilities. The 
choice of the boiler depends entirely upon the type of 
buildings and the functions it has to perform. 

In order to get the proper efficiency in the boiler room 
there should be certain instruments available to give reli- 
able information on all phases of boiler room operation. 
These instruments will prove a sound investment if the 
information they give is studied and utilized in practice. 
The installation of a steam flow meter will measure the 
total amount of steam produced, and the output by the 
boiler plant. This will enable us to ascertain the cost per 
pound of steam. It will also guide the engineers and fire- 
men in the operation of the boiler to obtain the maximum 
efficiency. In addition, it will serve as a check on the man- 
ner that the boiler is operated during the whole twenty- 
four hours of the day. It will also serve as a check on the 
individual employees. 

There are also other instruments designed to increase 
the boiler room efficiency, such as the Air-flow Meter, 
Draft-Control, Stack Temperature Recorder, and Auto- 
matic Stokers, etc. 


In order to get the best results and to operate economiic- 
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ally, the equipment must be kept in good condition. Great 
benefit can be obtained by having an occasional inspection 
by a competent outside engineer. 

Since steam is the accepted form of heating in the his- 
pitals it is essential that there is a proper distribution of it 
throughout the buildings. Steam distribution may be of 
the one or two pipe gravity system or 
the vacuum return system. The latter 
is a very efficient and economical 
method. The circulation is more active 
and lends itself to more accurate regu- 
lation and lack of excess condensation. 
By this procedure the condensate is 
returned to the boiler room and uti- 
lized. Recovering condensation is very 
important; instead of allowing the ex- 
haust from the various pumps to es- 
cape, it can be harnessed and used to 
heat the hot water tank and fulfill 
other purposes. When its duty is ful- 
fil'ed it could be directed to a trap and 
pumped to the boiler feed water tank. 
The return lines should be well insu- 
lated to ensure a higher temperature 
of the condensation to the point where 
it is to be used. 


Types of Piping 


For piping, wrought iron, steel, or 
‘brass pipes can be used. Although 
brass piping is more expensive it is 
used in some places on account of its 
high resistance to corrosion by the minerals contained in 
the water. All steam lines should be well insulated. The 
different steam lines can be painted different colors for 
ready identification and to follow through quickly. 


Reducing Valves 


Reducing valves and traps should be placed at strategic 
points in order to harness or control the steam distribu- 
tion. Omission of stop valves in pipe lines proves an ex- 
pensive economy. When repairs or alterations are made, 
it is often necessary to shut off large sections of the build- 
ing, thus interfering with the work of the hospital if not 
with the actual welfare of the patient. This can be avoided 
by a more generous use of valves on the main risers to 
permit the shutting off of certain sections as needed. The 
radiators should be located and be of the size depending 
on the size and location of the room. Radiators should be 
bronzed or aluminiumed instead of painted, as the paint 
film acts as an insulator and naturally reduces the effi- 
ciency of the radiator. 


Conserving Heat 


One method of saving heat and fuel is to install kickers 
or boosters. It often happens that certain parts of the 
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building, near the source of supply, are overheated owing 
to the fact that too much pressure has to be turned on in 
order to send sufficient pressure to an isolated part of the 
building. This can be eliminated by putting a small one- 
inch or three-quarter inch line from the main to a con- 
nection in the isolated section of the building, thus boost- 
ing the pressure to that particular section and requiring 
less steam nearer the source. 


Choice of Fuel 


The choice of fuel is very important as it is one of the 
chief items of expense. It should be bought on a basis of 
analysis. The high B.T.U. content and also a low ash 
content should be taken into consideration. Care should 
be taken in purchasing the proper sizing suitable for your 
particular equipment. Some mines have a special pro- 
cess for removing moisture from the coal. This results 
in quite a saving to the purchaser. 

The commodity used most and least considered is water. 
The cost of water may not be high, but its misuse brings 
about considerable waste which is unnecessary. Waste 
through leaking fixtures constitutes a considerable volume 
in the course of a year. However, the waste is not only 
in the water alone, but in the cost of heating and softening 
the water. This is most important. 

Central heating of water is found to be most satisfac- 
tory. The tanks for this purpose should be of the proper 
type. They should be well insulated. If steam is used, 
the coils should be kept clean and free from scale. 


An ideal method is to have small heating elements or 
coils outside the main storage tanks so that the tank itself 
would not have to be emptied in order to clean the coils. 
The small coils could then be disconnected and cleaned 
separately and thus avoid the necessity of having the hot 
water shut off completely. 

Circulating lines on the hot water system would be 
much more efficient and economical. 


Air Conditioning 


One of the hospital problems is that of improper ven- 
tilating. Many of the older hospitals have not been pro- 
vided with the facilities for ventilating or air-conditioning. 
This should be kept in mind and given considerable study. 
Air-conditioning is more or less in its infancy. At pre- 
sent there are numerous types on the market. Many 
advancements and improvements have already been made 
but more are underway. New styles of equipment will be 
brought out. If any of you are contemplating the pur- 
chase of equipment in this connection, you should be very 
cautious to see that you have the very latest, otherwise 
you are liable to find yourself with obsolete equipment in 
a very short time. You must also remember that air- 
conditioning is going to increase the load on your power 
plant. The original investment in your buildings is such 
to warrant considerable expenditure in seeing that they 
are maintained. During the last few years, as a result of 
dry weather, our buildings have settled considerably. This 
causes our walls to crack and chinks to appear on the 
doors and windows. The cracks on the walls should be 
plastered or packed with oakum and sealed with a Mulso- 
mastic compound. The chinks around the windows should 
be filled with a good type of caulking. Cracks in the 
basement walls should be patched with cement or bricks. 
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Painting and Decorating 


It is advisable to inspect your roofs periodically. 4 
supply of roofing compound should be kept on hand f 
patch or repair when necessary. In order to prevent the 
warping or rotting of the window sashes they should no 
be left too long before painting. The metal cornices ang 
roofs should be repainted at the first sign of rusting 
otherwise considerable expense will be incurred in re 
placing. 

Interior painting is more or less determined by the need 
and the funds available for that purpose. The paint itself 
should be of a high gioss durable finish to facilitate clean- 
liness and sanitation. At one time hospital officials 
thought it necessary to have the whole of the hospital in 
terior painted white. However, in latter years we have 
gradually drifted away from that staid custom and as ag 
alternative, soft attractive colors are chosen, such as light 
creams and greens. Light creams possess a reflective 
quality which tends to brighten a room. Green tends t 
absorb or subdue light and can therefore be used to toms 
down a bright or glaring room. 


In rooms or corridors of southern exposure w ert 
there is lots of light, greens can be used, and in th 
northern or darker parts of the building, creams can fe 
used to advantage. Heavy, dark lines used as bordem 
should be avoided as they are very monotonous for the 
patient to look at continually. Narrow attractive stendil 
can be used as a substitute. It is not necessary to go if 
an elaborate scheme of decoration but merely to brightem) 
up the surroundings in a clean and pleasant manner. 


The Importance of Staff Selection 


In order for the maintenance to be conducted propet : 
we must have a staff capable of carrying on the wom 


efficiently. In appointing department heads one shod 
choose wisely by selecting competent parties with 


perience and who are especially qualified for their pal | 


ticular position. In addition to being qualified they must 
also possess the ability to get along with people. They 
must be loyal. To be loyal is not to be a “yes-man”. 
Loyalty implies devotion, not to the individual or to the 
boss, but to the cause which he represents.- There is no 
substitute for loyalty. 


There are no minor positions in a hospital. The hos 
pital administrator is a marked person with an internal 
tension exhibited toward him when he makes his ap 
pearance or inspection of the various departments. Hes 
subject to hazards. He must be careful not to show im- 
portance or to be infected with the desire of power, but 
on the contrary should endeavor to exercise his authority 
to department heads. Avoid showing prejudices or play- 
ing staff favorites. Be certain that all the facts are knowa 
before making a decision on matters of vital importance 
One should endeavor to develop in the employees a pride 
of the institution. Pride instills enthusiasm and stim 
lates the employee to a higher state of efficiency. Web 
come suggestions from your employees. They are the 
ones who are closest to the equipment and are able to make 
valuable contributions. No matter how humble a sugges 
tion, accept it kindly and with respect. 

We should not advertise our hospital for the purpose of 
getting more patronage but for the purpose of instilling 
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a respect so that they can come to the hospital with a Everyone enjoys the prestige of working for an institu- 
feeling of confidence in our ability to look after them tion that has the goodwill of the community. Goodwill 
kindly and efficiently. In addition to having the goodwill is an intangible and most valuable asset—a priceless in- 
of the public it tends to decrease our labor turnover. gredient, no one can operate without it. 





A Suggestion for a Home Made Vacuum Box for Cleaning 
and Shaking Mops 


By C. C. GIBSON, Regina General Hospital 


Many of us have ex- 
perienced the difficulty of 
finding a suitable place to 
shake and clean mops and 
dusters. This can be solved 
quite simply by construct- 
ing for that purpose a box 
with a vacuum motor at- 
tached to it. 

The box should be made 
about four feet high, two 
feet deep and two feet 
wide. There should be an 
outlet near the bottom of 
the box. The vacuum 
should be attached tightly 
and securely to this outlet. 

In the front of the box a 
door should be placed just 
large enough to allow a 
mop head to enter. When 
the door is closed the mop 
handle will protrude out 
through a slot in the door. 
This slot should be large 
enough to allow the mop to 
be moved up and down and 

Front. shaken against angle irons 
which are attached to the inside of the back of the cabinet. 
The inside of the box should be lined with tin in order to prevent air leakage. A false bottom should be in- 
serted, slanted in such a manner so as to direct the air and dust to the vacuum cleaner. 
By having the motor running while the mop is being shaken, the dust will be drawn into the vacuum bag 
attached to the outside at the back of the cabinet. 


Back. 





. The surgeon must legally assume responsibility for 
the anaesthetist, especially if the latter is not licensed. 
But do not lean upon him for training or advice. 
Look to department aid in such circumstances. 


Anaesthesia Rules for Interns 


The following “rules of thumb” have been prepared for 
the use of the interns by the Director of the Department 
of Anaesthesia of the Regina General Hospital. These 


might well be given to the interns in all of our hospitals: 6. Act in strict accord with your instructions. 


. Arrive in the operating room at least 10 minutes 
early. 

. Re-check, briefly, the patient before commencing the 
anaesthetic. 

. Never give an anaesthetic to a patient not previously 
graded. 

. Never attempt alone any anaesthetic procedure with 
which you are not entirely familiar. 
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. Do not hesitate to ask for immediate help if you 


feel you are in difficulties. 


. If you feel your patient might need a stimulant, or 


intravenous saline, or oxygen, act at once. By the 
time you wait to make sure, it may be too late. 


. No matter what the anaesthetic agent, keep your pa- 


tient red or pink, not white or blue. 
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Obiter Dicta 


The Medical Record 


OW many of us have received requests for the case 

record of a patient and found it necessary to reply 

with apologies that the critical points of the record 
were not available? It is only of recent years that the 
patient’s record has universally been considered by hospi- 
tals as having a role of vital importance and even to-day 
many hospitals console themselves that their records are 
much better than they were but know in their hearts that 
they could not stand critical inspection. Yet this same 
record can be of the utmost value to every administrative 
phase of hospital activity. 


Discounting for the time being the value of this record 
to the patient for whom it is primarily prepared, let us 
consider it as purely an administrative manuscript. From 
its contents the board of governors can quite easily decide 
the clinical efficiency or inefficiency of their institution. 
Surely such a decision is one of their premier duties and 
yet how many governing bodies insist that each month a 
careful analysis of the record be presented to them? Are 
they prepared to continue to accept the fact that patients 
are admitted and discharged from their institution and be- 
cause the death rate is not unduly high that everything is 
as it should be? What would they say if the administrator 
started to pay for purchases out of the cash”box without 
keeping any record, even if they were quite certain that 
the procedure was being done in an honest manner? Boih 
they and the community which they represent would be 
aghast and there would be an unemployed administrator, 
yet this is precisely what is happening in many hospitals 
as far as the clinical record is concerned. 

Without pursing further the details of such inefficiency 
let us consider the advantages of the case record to the 
administrative body. First of all they are vitally concerned 
in operating costs. Is there any better method available to 
them than the analysis of the clinical record for checking 
unnecessary admissions ? 


Next, let us consider length of hospitalization ; does not 
the case record ‘show quite clearly when active treatment 
has been completed? Does it not show when proper care 
has been taken in establishing diagnosis, enabling the cor- 
rect type of treatment to be undertaken without delay? If 
it does, surely this document should have proper recog- 
nition. How many governing bodies are vexed by the 
problem of staff appointments and endeavour to base their 
reasons for making appointments to the medical staff on 
length of service, citizenship, and so forth, knowing that 
that they should be primarily interested in professional 
skill but feeling they are not qualified to estimate such 
skill? Here again the properly kept case record when 
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analyzed through the medium of the physicians’ index wil 
unerringly point out on a true efficiency basis the clinical 
value of each member of the staff to the hospital. 


This information, taken in conjunction with loyalty, in 
terest, etc., will immediately give to any governing body, 
whether it be lay or professional, all the information 
which is necessary to make the appointments as_ they 
should be made. Every hospital has some type of regula. 
tions governing their medical staff stating that this and 
that shall be done or not done as the case may be. Some 
of these regulations are kept, some are not, and the answer 
for those which are not kept is all too often, “how can we 
check them?” Here again the case record plays its part 
It should clearly show whether the so-called emergency 
was emergent. It should show whether a sufficient length 
of time was taken before operation to establish diagnosis. 
It should show if a proper examination was undertaken 
for the protection of the patient during anaesthesia. It 
should indicate poor technique by virtue of “unaccounted 
for” infections and all these things give the governing 
body a basis of argument that cannot be sidestepped. Isit 
then not strange that the analysis of the case record & 
something which is shunned? 


The comments given above must not be construed fora 
moment to indicate that this is the primary use and value 
of the clinical record, it is only secondary, for such record 
is primarily prepared in the interest of the patient to en 
able the attending physician, whoever and wherever he 
may be, to have available information which will guide 
him in his treatment of the patient subsequent to the time 
the record was prepared. Another secondary but import 
ant factor of the record is the statistical picture it will 
give of the diseases and end results obtained. It should 
also show whether or not the interns are receiving propet 
training and a host of other things. 


Can there then be any excuse for governing bodies and 
administrators not basing their policy of patient care upon 
the clinical record? If every hospital had just one basit 
rule governing its medical staff which read something like 
this, “no doctor shall admit a patient to this hospital unless 
he is prepared to keep or have kept a complete record of 
everything done to such patient in a manner as approved 
by the various hospital standardization committees and 
further that based upon the analysis of all such records 
the governing body shall judge the status of the individual 
practitioner and the medical staff as a whole”, they would 
probably find themselves further ahead than they are @ 
the present time with the multitude of regulations whic 
they find so difficult to enforce. This editorial may draw 
some criticism but all we ask is that our readers think the 
matter over impartially before making a decision. 
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HE year 1937 with its progress and its problems 
has gone—throughout the year a thousand Cana- 


dian hospitals have daily played their part in the 
service of humanity, meeting a multitude of problems with 
that quiet dignity that is so characteristic of our institu- 


tional life. As you read this editorial you will most 
probobly be in the midst of reviewing the year’s work of 
your institution—we sincerely hope that your annual 
statement shows a complete balance, first in service and 
secondly, in its financial aspect. “The Canadian Hospi- 
tal” wishes the happiest of New Years to all. 





Hospital Forms and Case Records 


A Discussion of the Inadequacies of Existing Hospital Record Forms, Present Practice 
in Recording, and the Need for Standardization 


. 


Bn . 


A. HARDISTY SELLERS, B.A., M.D., D.PH. 
Medical Statistician, 
Ontario Department of Health, 
Toronto, Ontario. 


HE use of any record form or return implies a 

definite objective. It implies agreement that the 

memory of one individual or group of individuals 
will not in general suffice to fulfill that objective. The 
making of a written record indicates a desire to have cer- 
tain information available in accessible and permanent 
form, and as well it indicates that the use of such facts 
as are recorded, lies not alone in the present or in the 
immediate future. This being the case, what are the pur- 
poses to be served by case record forms in a hospital? 
The first purpose is as an aid in the effective scientific 
treatment and study of the individual case, at the time 
particularly when the patient is confined to hospital 
(though this should not be the stopping point of hospital 
interest). This is the immediate objective and the one 
for which almost every one regards medical records in 
hospital as important. The second purpose to be served 
is that of clinical research and the study of disease in 
general. This, the more remote purpose, concerns itself 
with interest in the objective efficacy of treatment in 
stated groups of patients and in the elucidation, too, of 
what we may term the natural history of disease. 


In an address before the Association of Record 
Librarians of Ontario last October Dr. W. P. Warner 
discussed the rdle of medical records in medical research. 
He pointed out that a keen interest on the part of the 
medical profession in clinical records was of relatively 
recent origin. Formerly statements which were made 
either in teaching medical students or in making a prog- 
nosis were based upon impressions derived from the ex- 
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perience of individual doctors. This practice is, of course, 
not reliable. To-day the situation has changed. When a 
statement is made regarding the probable outcome in a 
given type of case or in discussing symptomatology of 
certain diseases, reference is made to facts derived from 
statistical studies of medical records made on a relatively 
large scale. No longer is it the rule to say that “my im- 
pression is that 10% of a certain type of case does not 
recover.” The statement now is that “in a study of 1,000 
such cases it was found that the mortality was 10%.” 


_ This change is due to a changed attitude towards medi- 
cal records which have made possible the major contribu- 
tiens of clinical research. It is now possible to undertake 
a review of a large number of cases and to consider the 
outcome from the point of view of treatment; to study 
incidence, etiology, symptomatology and also to determine 
some lead toward prevention and control which is the 
ultimate hope of medicine. In addition to this, medical 
records are of value in follow-up. Heretofore little has 
been known as to what happens to patients after they are 
discharged from hospital. The ultimate hope should be to 
follow all cases, since during the treatment period alone 
it is not likely that sufficient can be learned to effectively 
control disease or to fully judge the efficacy of thera- 
peutic measures. True, studies of etiology on this basis 
frequently reveal leads toward methods of prevention 
which, placed into effect through education, serve as an 
important contribution to scientific medical progress. 


Defects and Difficulties in Present Forms and 
Methods of Recording 


What are the defects and limitations of hospital forms, 
both in their content and use at the moment? Perhaps 
the greatest single difficulty or defect is that a large pro- 
portion of those making records, and I refer particularly 
to history and physical examination forms, do not clearly 
understand fully what the record is for, or what it should 
do. Frequently not even a diagnosis is recorded. This, 
of course, is a problem to be solved almost entirely by 
adequate record personnel and education of the hospital 
staff. No amount of nurses’ notes will remedy such de- 
fects. This Association can undoubtedly take a lead in 
developing a practical interest in medical records, their 
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reliability and completeness, as well as in putting them to 
work after they are completed. 


The contribution, which clinical records can and should 
make, has in the past frequently been seriously limited 
because they were not adequate. Frequently when a phy- 
sician wished to make a study of a group of cases of 
pernicious anemia, for example, a substantial proportion 
of the information which he desired for his comprehen- 
sive study was lacking. (This situation still holds to-day.) 
If information on certain points is lacking in half the 
cases then obviously the size of the group for considera- 
tion is cut by just that many. In my opinion this situation 
is traceable to the use of the present type of history 
blanks—which in many cases start out as blanks and re- 
main so. 


It is an interesting observation that when a doctor or a 
clinic, or even a government, becomes interested in col- 
lecting information or making a study of certain disease 
entities or conditions, the record schedule adopted takes 
a form quite different from that of the usual case history 
form. First of all the objectives of the study are clearly 
defined and a decision made as to the facts regarding 
which information is desired. The form is then drawn 
up in order to elicit in a convenient way an answer to each 
of the questions which are known beforehand to be per- 
tinent. This should be kept in mind since there would 
appear to be no reason why this attitude should not in 
large measure be applied equally to all hospital forms. If 
such is not the case, then we are justified in asking why. 
As an illustrafion of such forms we have the returns, 
required under regulation No. 26 of the Public Hospitals 
Act, which deal with deaths “occurring in hospital as a 
direct or indirect result of pregnancy.” 


The Need for Standardization of 
Hospital Forms 


I pointed out previously that the medical records of a 
hospital serve two main purposes and that the latter of 
these was the study of disease, methods of treatment, and 
the nature and importance of medical problems presented 
by the various disease entities. If this purpose is to be 
served effectively, it becomes evident that accuracy in 
diagnosis and uniformity in nomenclature are essential. 
If two physicians employ two different terms, which may 
not necessarily be interpreted as the same by those who 
are responsible for preparing the statistical summaries, 
then the results must necessarily be incorrect. This is a 
serious problem and emphasizes the need for the general 
acceptance by hospitals and the profession of a standard 
nomenclature according to which diagnosis must be made. 
The wide diversity of opinion as to what a diagnosis is 
or should be and what terminology can be regarded as 
acceptable in a scientific diagnosis was reflected by the 
early returns of diagnoses to the Department of Health 
from public hospitals. Symptoms or signs, organs and 
names of operations are not diagnoses, yet these were 
often recorded as such. 


A recent review of the clinical record forms used in all 
public hospitals in Ontario indicated that there was no 
general uniformity of form or content even in hospitals 
of a similar type and bed capacity. This variation is the 
natural result of many causes, but doubtless the many sets 
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of forms which are on the market have played a part 
It demonstrates, too, that changes and improvements hay 
been made from time to time but that no semblance of 
standardization of practice exists at the moment. 


It was found that differences obtain even in the infor 
mation recorded on the admission or discharge slips of 
different hospitals. Some so-called admission slips con 
tain information dealing with discharges and some are 
detailed enough to constitute a source of statistical infor. 
mation on the patient which might be employed in pre. 
paring a summary. Some hospitals, on the other hand, 
use admission slips which contain merely the minimum 
of information necessary for that purpose. 

There has been developing over a long period of timea 
large number of hospital forms for specialized purposes, 
There are the special forms dealing with pregnancy, la 
bour, fractures, minor and major operations, forms for 
use on special services, pediatrics, nose and throat, gyna- 
cology, etc. As one passes from hospital to hospital, it 
can be seen that the increasing specialization of case forms 
is related to the size of the hospital, but this is not always 
true. This trend is gratifying since it indicates a realiza- 
tion of the need for specificity in order to be reasonably 
certain that the data desired will be recorded, since herein 
specific questions are included. Surely there is no reason 
why this should not also be applicable in some fashion to 
all hospital medical forms, keeping in mind, of course, 
the difficulties of the small hospital. 


The question naturally arises, “To what extent can 
specialization of hospital record forms be provided for 
in hospitals of different sizes, if an effort is made to 
standardize them ?”. 


Some of the forms which are now used adopt the 
question and answer scheme while others merely retain 
the old method of depending on the memory of the his- 
tory-taker for getting a complete statement. Hospital 
forms in use in a given institution are obviously obtained 
from a large number of different sources and the bulk of 


the clinical records deal with other things than the his § 


tory and physical examination. Little attempt has been 
made to improve the latter, despite the fact that they are 
really the significant thing. For a given size of hospital, 
for a given service or stated purpose there must surely be 
one most acceptable form, apart entirely from the prin 
ciples adopted in drawing up such forms. This being the 
case and this one most acceptable form being recognized 
as the basis for a standard under a given set of condittoms, 
standardization of record forms can have but one result, 
namely, the establishing of uniformity in recording and 
the elimination, at least to a large extent, of personal bias. 


The defects in clinical recording indicated by govern 
ment returns as well as by case histories in almost any 
hospital, point to the necessity for education as well a 
to the need for some consideration of a change in the 
plan of medical recording. As well, there is clearly 4 
need for some sort of minimum record program to suit 
each group or type of hospital. Present defects in and 
difficulties with clinical records indicate too the desirabil- 
ity of some attempt at establishing common methods and 
practices, and obviously also the need for the public hos 
pital regulations now in effect in Ontario in so far as they 
deal with case records. F 
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Ontario Hospital Regulations in Relation 
to Case Records 


The new hospital regulations dated March 31, 1937, 
deal specifically with what, is to be considered a satisfac- 
tory content for the case record. The regulations bearing 
on this question are as follows :-— 

No. 41.—A medical history, with result of physical 
examination and provisional diagnosis, shall be made in 
writing within seventy-two hours of the patient’s ad- 
mission to the hospital. 

No. 42.—The board of every hospital shall be re- 
sponsible for the preparation of a complete medical 
record of every patient, including identification, com- 
plaint, present history, family history, physical ex- 
amination, special reports as reports of consultations, 
laboratory examinations, X-ray, provisional diagnosis, 
medical or surgical treatment, pathological findings, 
progress notes, reports of operations and anesthesia, 
final diagnosis, condition on discharge and follow-up 
records, and in the event of death, a copy of the death 
certificate, and the board shall require the medical staff, 
medical interns or clinical clerks of the hospital to pre- 
pare such records. 

These regulations, of course, are virtually something in 
the nature of minimum requirements. They are not con- 
cerned with methods according to which information is 
recorded. Neither are they concerned with standardiza- 
tion of practice or with any of the details with which 
clinicians interested in the purpose of recording should 
themselves be concerned. They are largely measures for 


the protection of the patient, the medical staff and the 
hospital. 


Requirements of Medical Records from the Viewpoint 

of Statistical Medicine 

Many investigators have given extensive consideration 
to the criteria of an ideal clinical record. Dunn (1) in a 
paper dealing with the subject says that “criteria for the 
ideal clinical record should take into consideration the de- 
mands of statistical medicine as well as those of the 
clinician.” There can be no doubt that there is a trend 
toward a clearer co-operation in respect to these two sets 
of demands, particularly in recent years. It is suggested 
that as a minimum requirement, a clinical record should 
be individualistic and personal with proper sequence, 
facilitate notation, yield information readily, be accurate, 
legible, sufficiently elastic to meet all demands, and 
complete. 

The physician demands all seven of these items of his 
ideal clinical record, but his interpretation of complete- 
ness is frequently limited to positive information. Sta- 
tistical medicine is concerned with the last five require- 
ments, the individualistic and personal features not being 
essential. It should be quite obvious that statistical re- 
search in the clinical field requires that the criteria of 
completeness defined by both physician and statistician 
should be interpreted literally and rigidly applied. 

Unlike the general opinion held by medical men and 
hospital authorities, there is no reason why statistical no- 
tations should amplify the labour of recording medical 
data. Dunn, indeed, states that “It can be made to min- 





A CORRECTION 


In November the question, “Has a patient the right to 
give orders for the review or removal of his or her 
records from the hospital ?’ was asked. Our reply war as 
follows: “Most certainly—the contents of the case record 
is the patient’s property, prepared primarily in his or her 
interest, and therefore must be surrendered at the patient’s 
request in writing, however, whenever possible supply a 
| duplicate of the original record so that if loss occurs no 
harm to your system ensues. It is very important to have 
a duplicate in the case of legal use of the record for when 
once a record is entered as an exhibit it is extremely diffi- 
cult to obtain its return and in many cases a charge will be 
made by the court authorities for transcription.” 

We fear from the above some hospitals may feel that 
we approve of the promiscuous handling out of informa- 
tion to patients relative to their record. Such, however, 
was not the intention and we hasten to elaborate on our 
Statements. While the record is without doubt a manu- 
script taken in the interest of the patient and kept care- 
fully for them and should be used in their interest at all 
times, it is wise in practice to only hand such record to 
the attending physician on the basis that it contains tech- 
nical data not easily interpreted correctly by the layman. 


Legislation governing the control of records may vary in 
different provinces, some of which require that the record 
only be released upon a court order while in other cases it 
is best to hand it to the patient upon demand. Adminis- 
trators will naturally be guided by such legislation as 
exists in their own province. For further clarification we 
quote from Dr. MacEachern’s book, “Medical Records in 
the Hospital”, Pages 237-8, “As a personal document, the 
medical record is available for the use of the patient. If 
he, personally or in writing, asks for information con- 
tained it is doubtful if the hospital would be justified in 
refusing to produce it, even against the wishes of the at- 
tending physician. Again, the laws in different states vary. 
In some, the medical record is considered the absolute 
property of the hospital, which may refuse to produce it 
for any purpose whatever, except when on a court sub- 
poena. As a matter of courtesy and co-operation, how- 
ever, this question should never arise. If the patient 
wishes to have information from his record for his own 
benefit, the hospital would not be living up to its avowed 
purpose of furnishing service if it refused to supply such 
information, but courtesy demands that the attending 
physician be consulted.” 
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imize such labour.” Surely there can be no objection tg 
tabulating medical facts in an orderly and complete fash. 
ion if in so doing both the needs of the patient and the 
needs of medical progress are best served. The statis. 
tician is expected usually to pick out his own data for 
analysis but at present medical facts are not tabulated ing 
manner suitable for statistical purposes. 


The Solution of Present Needs—How Can Better 
Case Records be Secured? 


Upon the individual case history depends all useful 
data which may subsequently be wanted. All such records 
should, therefore, conform to the best standards of scien 
tific record making. As is known only too well, case his- 
tories are usually particularly defective in what they fail 
to record about a patient. In most instances, at the mo 
ment, history and physical examination records take the 
form of little more than blank sheets of paper with head 
ings. Substitution for these blanks of specific questions 
which are designed to elicit the information, and which 
must be answered, either positively or negatively, is an 
answer to this defect, but provision must also be made for 
a longhand statement by the doctor since all essential 
features cannot be noted or foreseen beforehand. In gen- 
eral, what is normal is regarded as of no interest and 
therefore omitted from the record. Thus if the tonsils 
are not mentioned the reason may be, firstly, that they 
were not diseased and not mentioned for that reason, or, 
secondly, that the recorder forgot to look at them. This 
sort of thing is what needs to be avoided. Hospital forms 
should be designed with this in view. 

The fact that making records is regarded even by im 
terns as a mechanical task not worthy of serious attention 
explains (2) largely why medical records are so seriously 
defective. The difficulties which obtain in small hospitals 
in respect to making adequate records cannot be over- 
emphasized but the importance and indeed the absolute 
necessity of records which are at least an abstract of the 
significant facts of the case is obvious, apart entirely 
from any subsequent use to which such records might be 
put. If records are not made properly they might best not 
be made at all, and if the forms are not properly designed 
they are almost certain to be a failure. How defective 
records in a small hospital might be improved and how 
arrangements might be made to assist in this improvement 
is probably best illustrated by the section of the report 
of the Committee on Small Hospitals of the Canadian 
Hospital Council dealing with record keeping (3) (4). 

Medical case records are to be considered then as e& 
sentially answers to specific questions. With this in mind 
there are obviously two fundamental problems in respect 
to hospital case forms. First, what is the most effective 
way to ask the questions, and second, what is the best 
means of assuring a clear, correct and unambiguous 
answer. It has been stated on numerous occasions that 
a large body of records have been rendered worthless for 
analysis because certain relevant information was né 
available in a great many cases. For example, in an it 
vestigation of 500 cases of cancer of the breast, one might 
wish to know the frequency of certain stated breast dis 
eases such as chronic mastitis. If this had not been fore 
seen beforehand and if specific provision had not beet 
made for this data on the record form there would 
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no guarantee that absence of reference to a history of 
that disease meant absence of the disease. What I wish to 
emphasize is that the present method of history taking in 
general does not lend itself to successful statistical treat- 
ment afterwards. This is so, frequently, because positive 
and negative data have not been given equal consideration 
and because almost always the content of the history 
depends upon the practice of the doctor and the faithful- 
ness of his memory. The tendency is to record only those 
findings considered important in the case whereas absence 
of the negative statements is a serious omission and may 
make the record worthless for research purposes. 

The relation of the physician and patient is individual- 
istic and attempts to standardize the case record in the 
past have been frequently unsuccessful on this ground. 
The many attempts in this direction however, suffice to 
indicate the need. In the case of the cancer clinics in this 
province, a uniform scheme for the recording of all case 
histories has been elaborated. In these history forms spe- 
cific provision has been made for all data which are known 
at the moment to be of interest in subsequent statistical 
analyses which might be made by the directors of the 
clinics. 

The one essential difference between the present clinical 
chart and one which would be desirable for statistical 
purposes rests in the definition of the word completeness. 
“Completeness to the clinician signifies notation of every 
detail pertaining to the positive findings about the case. 
Completeness to the statistician means positive and nega- 
tive information for every single item which is of suffi- 
cient consequence to enter into the picture of the dis- 
ease (1).” 


Avenues of Future Progress in Hospital 
Case Recording 


This Association could reasonably make an effort to 
study the question of record forms and case recording, 
with a view to stabilizing practice, drawing up minimum 
standards, etc. It might also go so far as to indicate the 
responsibility for record taking and filing particularly in 
small hospitals where it is not possible to employ full 
time persons for this purpose and might take some lead 
in respect to the use of an approved medical nomencla- 
ture of disease for use in making diagnoses. 

This need for standardization of forms, procedures and 
practice brings with it the question of placing the respon- 
sibility for medical records. Consideration might be given, 
for instance, to a suggestion that every hospital of 100 
beds and over, shou!d have one person designated to as- 
sume responsibility for securing completeness and scien- 
tific accuracy of records. 

There is also the question of the need for medical di- 
rection for each record librarian. If medical records are 
to play the rdle in medical research which they should, 
there must be some assurance that all is being recorded 
which is desired. This cannot be achieved by the record 
librarian alone if the physician’s record takes the form 
of alonghand statement. The appointment therefore of a 
record committee would serve to assist in this respect. 
The other and perhaps the better solution is the adoption 
of the question and answer principle in hospital case 
forms. These the record librarian could check for com- 
pleteness and accuracy readily. 
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In respect to the use which is made of hospital records 
as Bolduan recently pointed out (5), “hospital morbidity 
statistics constitute a fertile field for hospital administra. 
ors.” Little attention has been paid to what annual repor; 
or summary might be made of clinical records of patients 
discharged during a given year. Some effort in the futur 
will undoubtedly be forthcoming in this direction and eve, 
if it is limited to tables which would indicate the age anj 
sex distribution of patients according to a convenier 
tabular list- of diagnoses as well as length of stay ang 
condition on discharge, a significant contribution woul 
be being made to knowledge in respect to morbidity. 


To date special study and effort in the field of hospitd 
statistics have been restricted largely to financial and gen. 
eral statistical data and this fact is reflected in the con 
tent of the usual government returns and in the content af 
the returns and statements of the Dominion Bureau 9 
Statistics. Despite the importance of the financial ang 
other administrative records in hospitals, the most im 
portant records are those dealing with the medical dat 
of the patients and the basis of all hospital medical ste 
tistics is of course the individual case history. The ama 
lysis of diagnoses, methods of treatment and _ results 
length of stay in hospital, etc., are problems of practic 
interest and importance which can only be satisfactorily 
studied if an adequate effort is made to employ statistical 
methods in the periodical analysis of hospital morbidity 
experience. 





Hospitals in future, as in the past, must serve as th 
source of a major contribution to medical knowledge 
This contribution is, however, contingent on accurate 
records and upon hospitals applying more extensively tha 
in the past, established statistical methods in recording in 
order to make more readily available the large body of 
information now collected but allowed to remain inert. 
















Hospitals with an intern staff, particularly teaching hos 
pitals, should assume responsibility in providing teaching 
and direction to the junior staff in methods of record 
ing and in the fundamental principles of statistical med: 
cine. In former times the medical school assumed the 
leading rdle in teaching. nomenclature to the medical ste 
dents. The loaded medical curriculum to-day has resulted 
in very little being said of nomenclatures or of the sciem 
tific classification of disease. Medical students shoul) 
however, be made record conscious before not afte 
graduation. They should be taught the value of accuratt 
records and nomenclature on the grounds previously ind 
cated. The general abhorrence of forms and statistics ¢ 
the part of medical men despite the fact that they us 
them very frequently, can be attributed largely to the fatl 
that the essential purpose of medical records and the a 
jectives of them have not been sufficiently stressed. 
tory taking is carried out as if the individual case wet 
the sole purpose for making such a record. From t 
broad viewpoint this would be the lesser purpose. 
memory is frequently relied upon but the memory doe 
not serve over a long period of time, nor will it provi 
records which will be available to those who follow. 
































It has been said that one of the surest ways to improv 
the present situation is to make it easier for the doctor 
record more accurately. This, the question and answe 
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type of form will do! The forms used by hospitals are a 
means to an end, but unfortunately that end is rarely 
clearly seen or appreciated. This being so, hospital case 
forms are not only often incomplete and unsatisfactorily 
filled in, but even disregarded. 


What the Association Can Do 


This Association could, in my opinion, make a signifi- 
cant contribution in the field of medical statistics, in the 
direction of standardization of case records. The ap- 
pointment of a representative committee composed of 
members of the medical staffs of teaching and non-teach- 
ing hospitals, hospital superintendents and record librar- 
ians, together with the provision of necessary funds in 
order to undertake a study of this whole question with a 
view to making recommendations to this Association at 
some future date, is I believe a step to be undertaken with 
substantial profit. 


Such a committee as I have suggested, if appointed, 
would of necessity have to constder the limitations in re- 
spect to standardization and the conditions which have 
to be met. It would have to seriously consider, too, the 
basis of minimum requirements rather than the optimum. 
It would have to deal with the question of what con- 
stitutes an adequate set of clinical records for hospitals of 
certain size groups and for hospitals treating certain spe- 
cific types of cases. What forms might be used for the 
various hospital services, etc., would also be a problem 
to be dealt with. 

The preparation of what appears to be a satisfactory 
history record form is one thing, efforts at standardiza- 
tion of hospital practice in respect to the use of these 
forms, if they can be introduced in all hospitals, is an- 
other. Given a uniform scheme of history records for 
clinical use it becomes essential to do something about as- 
suring proper entries in them. How should each history 
form be completed? How may the present defects be 
eliminated? These questions suggest that the next step is 
the preparation of a Manual or Memorandum on Case 
Record Making for medical students, intern staffs and 
physicians in general such, for example, as the standard 
practice laid down by the American College of Surgeons. 
The directions and explanations included in such a Manual 
would need to be specialized just so far as the history 
forms were specialized, and in order also to be of specific 
value particularly in training younger men. Such a 
Manual would be particularly valuable for teaching and 
should also contain information in respect to the pro- 
cedure in certifying “cause of death” as well as a discus- 
sion of the purpose and value of medical records in 
general. 


If all hospitals are to uniformly benefit from, as well as 
contribute to, improvements made in this field by others, 
full co-operation on the part of all concerned is an evi- 
dent necessity. 
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Clinical Application of Present Day 
Vitamin Knowledge 
By JOACHIM BRABANDER, M_D., 


Royal Victoria Hospital, Montreal 


UR knowledge of the Vitamins has increased so 

O rapidly in the last few years, that in half an hour’s 

talk, I can only begin to stimulate your interests 

in this fascinating subject by discussing a few facts of 
some of the Vitamins. 

The concept that they are “Accessory food factors”’ 

which must be ingested in sufficient 


Vitamin A 
It is doubtful whether Vitamin A occurs as such ig 
plant life. Its precursor carotin is found chiefly in the 
green parts of plants . . . spinach and green lettuce being 
good sources. The carotin content of plants appears to 
depend on the soil they grow on. Soil rich in copper, zine, 
manganese, nickel and chromium is 





quantities along with the required 
amount of proteins, fats, and carbo- 
hydrates in order to prevent the well- 
known deficiency diseases such as 
rickets, scurvy, beri-beri, and xeroph- 
thalmia, has been so broadened and 
changed that we may now regard 
them in nature akin to “hormones.” 

We now know that Vitamins can 
be in some instances formed in the 
body as for example (i) Vitamin A 
from carotin in the liver... but 
there must be a functioning thyroid 
gland in the body . . . (thyroidecto- 
mized lactating goats produce a yel- 
low milk) ; (ii) And Vitamin D from 
ergosterol in the skin; (iii) Also al- 
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best. 

Apparently neutral fat must be 
present in the gastro-intestinal trae 
for absorption of carotin and Vita 
min A to take place. The presence of 


essential. 

In the liver Vitamin A is formed 
from carotin and is stored chiefly in 
this organ. In diabetes the values for 
carotin and Vitamin A in the blood 
are raised, particularly carotin . .. 
apparently the liver cannot convert it 
into Vitamin A as readily. So the 
carotinaemia of diabetes depends on 
this and not on the amounts com 
sumed in the diet. Thyroid function 





though man cannet synthesize Vita- 

min C in his body, dogs, rats, and many other animals 
synthesize it in their liver, and it has been reported that 
in the Arctic regions of Kamtschatka the natives can live 
on a Vitamin C free diet and not develop scurvy. One 
might assume that these natives can produce Vitamin C 
in their bodies; (iv) Rats can synthesize Vitamin Bi in 
the gastro-intestinal tract by bacterial action: The same 
may take place in cows. 

Again, the production of pure isolated Vitamins and 
the development methods of determining them quanti- 
tatively in plants and body organs and tissue fluids have 
enabled us to study their metabolism in the body, and have 
opened to us for study the field of hypovitaminosis. It is 
now well recognized that there is a wide margin between 
the minimum Vitamin requirement in the body and the 
optimum Vitamin level. 

In some instances therapeutic uses for the isolated Vita- 
mins in large doses have been discovered, which are not 
necessarily related to their activity as “Accessory food 
factors.” 

It is now also known that there is a close inter-relation- 
ship between the Vitamins themselves and between them 
and the hormones. 

Let us now turn from these generalizations to consider 
some of the facts that have been discovered about the in- 
dividual Vitamins. I shall refrain from a discussion of 
the well known deficiency diseases. 


30 


is apparently essential for the com 
version of carotin into Vitamin A in the liver, as has been 
demonstrated in experiments on thyroidectomized goats. 
In hyperthyroidism the body is depleted of its Vitamin A 
reserves. This fact together with the experimental eve 
dence of a direct antagonistic action between thyroxin 
and Vitamin A has been the basis of attempts to treat pa 
tients suffering from Grave's disease with very high doses 
of Vitamin A. The effects of thyroxin on tadpole meta 
morphosis can be neutralized by Vitamin A. 

At the Royal Victoria Hospital we have given exceed 
ingly high doses of a Vitamin A concentrate to several 
patients with Grave's disease, but were unable to demor 
strate any real improvement in this disease, although the 
patients voluntered that they felt better and the blood 
cholesterol tended to rise. Possibly the simultaneous treat 
ment with Vitamin Bi would have given better results a 
this Vitamin also antagonizes the action of thyroxin. 

Another interesting finding is that in cirrhosis of the 
liver, Vitamin A in the blood and liver is diminished and 
often depleted. 

Night-blindness is an early symptom of Vitamin A de 
ficiency and was treated by giving liver by the early Egyp 
tians. Now we successfully use Vitamin A concentrates m@ 
many of these cases. 

The action of Vitamin A on the growth of epithelium 
is occasionally made use of in treating chronic corned 
ulcers. Ointments containing Vitamin A are also used @ 
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poorly healing wounds, for instance, X-ray burns. 

There have been reports of the successful treatment of 
senile Vaginitis with high doses of Vitamin A by mouth. 

In conclusion may I add that evidence has been accum- 
ulated to show that some antagonism exists between the 
actions Vitamin A and Vitamin D and also between Vita- 
min A and Vitamin B. 

Vitamin A apparently does not affect the metabolism of 
proteins, fats, and carbohydrates. 


Vitamin B Complex 


A very interesting fact is that Vitamin Bi has a definite 
relationship to carbohydrate metabolism. Increased con- 
sumption of carbohydrate produces a relative Vitamin Bi 
deficiency. Experimently beri-beri can be prevented on a 
Vitamin Bi free diet if the carbohydrates are simul- 
taneously removed from a diet. On the other hand a high 
fat diet is “Vitamin Bi sparing.” 

While in Munich I saw the first reported case of rela- 
tive beri-beri develop in a man who had consumed from 
500 to 1500 grams of glucose powder daily. A few in- 
jections of crystalline Vitamin Bi rapidly cleared up the 
condition. 

Vitamin Bi is essential for normal growth as it has a 
definite influence on tissue oxidation. In Vitamin Bi de- 
ficiency lactic acid accumulates in the blood, and tissues. 
On an average of about 50% of Vitamin Bi content of 
food is destroyed by cooking. 


Although Vitamin Bi is fairly evenly distributed in our 
food, you may notice that some of our special diets such 
as strict ulcer, and nephritic regimes, Karrell, etc., have a 
very low Vitamin Bi content, and if persisted in for long 
periods of time may affect the health of a patient. 


On the basis of studies of the so-called beri-beri heart 
Vitamin Bi is now used in certain picked cases as an ad- 
junct in the treatment. 


I might here remind you that fevers and increased total 
metabolism of the body always increases the patient’s con- 
sumption of the Vitamins so that a patient suffering from 
a prolonged fever and receiving an apparently adequate 
diet may still develop a relative Vitamin deficiency. 


Only recently I followed a very sick diabetic patient 
who had a gangrenous foot and ran a series of respiratory 
infections, etc., and gradually went “down hill” until she 
eventually died. She was too sick to eat and was kept 
alive for weeks, nay several months, on a very low diet 
and intravenous glucose salines, etc. As one might expect 
she developed a polyneuritis, which I think can fairly be 
attributed to her practically Vitamin Bi free diet over a 
long period of time. We tried treatment with Brewer’s 
Yeast with apparently slight improvement in the symp- 
toms. 

Crystaline Vitamin Bi has been used with success in 
the treatment of alcohol polyneuritis. It is also used in the 
variety of other neurological conditions, even where no 
Vitamin Bi deficiency appears to exist. Its mode of action 
in some of these cases is uncertain. 


Vitamin C 
Vitamin C is essential for cellular oxidation processes 


in living tissue. During germination, seeds greatly in- 
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creased their Vitamin C content: it would appear that 
Vitamin C here acts similarly to a growth hormone. 

An example of the inter-relationship of some of the 
Vitamins is the productions of scurvy in rats on a diet 
free of all the water-solable Vitamins, while as you know 
the absence of Vitamin C alone will not cause scurvy in 
a rat. 

The best food sources for Vitamin C are the citrus 
fruits. Lettuce contains little Vitamin C. The Vitamin C 
content of tomatoes is also rather low and varies consider- 
ably with the season in which they are picked. The Vita- 
min C content of most vegetables rapidly diminishes on 
storage. Of course heating of vegetables and fruits with 
exposure to air destroys Vitamin C. Alkalies also rapidly 
destroy Vitamin C. 

As potatoes are probably the main source of Vitamin 
C in the average diet it is interesting to note that if baked 
or boiled in their skins they retain practically their whole 
Vitamin C content. When peeled and cooked whole they 
lose about half their Vitamin C content, and when finely 
divided and cooked the Vitamin C content practically com- 
pletely disappears. 

A relative deficiency of Vitamin C in the body may 
cause loss of appetite, fatigue, failure to gain weight, and 
mild anaemias. 

In doing analyses of body tissues it has been found that 
the highest values for Vitamin C were found in the 
adrenal cortex, in the pituitary body, and in the lens and 
aqueous chamber of the eye and also in the corpus luteum. 
The finding of great interest which gives rise to some 
speculation is the fact that cataractous glens.contains prac- 
tically no Vitamin C. 

Vitamin C does not appear to affect the metabolism of 
proteins, fats, and carbohydrates. It has been proven that 
certain colon group bacteria and bacillus paratyphosus B 
may destroy Vitamin C in the gastro-intes:inal tract quite 
rapidly so that in infections of this kind, not all the Vita- 
min C ingested would be absorbed. 


The fairly simple methods of determining the Vitamin 
C content of the body tissue and fluids have enabled us to 
make studies of the absorption of this Vitamin from the 
gastro-intestinal tract. These studies have shown that in 
cases of increased small bowel motility, often associated 
with achlorhydria, there is a diminished absorption of 
Vitamin C and that in spite of an adequate diet a relative 
hypoyitaminosis may develop. 

Scurvy has been known to appear in typhoid cases with 
coarse and on too strict dietary regime. Now, it is only 
reasonable to suppose that the individual’s health would 
be better if the Vitamin content of the body is nearer the 
optimum level than the minimum level. It is well to re- 
member that symptoms of avitaminosis may develop in as 
little as four to six weeks on a Vitamin Bi free or Vita- 
min C free diet. 

Another interesting finding is that if the subject of a 
Vitamin C free diet is exposed to free doses of ultra- 
violet light sprue develops, and not scurvy. 

The tendency to spontaneous haemorrhages in scurvy 
lead investigators to try the crystaline Vitamin C in other 
haemorrhagic diatheses not related to Vitamin C defi- 
ciency. Report of good results in stopping the bleeding in 
the purpuras and even in haemophilia with large doses of 
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Vitamin have been published. The mechanism by which 
these effects take place is not yet quite understood. 

Vitamin C by itself has been found to have no effect in 
raising the blood count in human beings. However, in- 
vetro, it converts the ferric iron into the soluble ferrous 
iron and apparently also increases in this way the absorp- 
tion of iron in large. 

Of interest is that in the middle ages in Germany a 
powder made of the fruit of briar or dog-rose (hip) was 
recommended. for the treatment of spongy or bleeding 
gums and also of gingivitis. To-day it has been scientific 
ally established that this fruit contains more Vitamin C 
than any other, and Vitamin C is still found useful in 
treating these conditions. 

A useful therapeutic of crystalline Vitamin C in large 
doses is its apparent ability to reduce the toxicity of cer- 
tain drugs such as Arsphenamine and Germanin. It will 
help to clear up an Arsphenamine derminititis. 

A very interesting field for investigation has been sug- 
gested by the finding that invitro Vitamin C delays the 
formation of melanin, and that the staining of the pigment 
cells of the skin with Dioxyphenylalanin (Dopa reaction) 
can be prevented by the presence of Vitamin C. In fact it 
has been observed that by giving high doses of Vitamin 
C to a case of Addison’s disease it has diminished the 
depth of the pigmentation in the skin. Of course these re- 
sults have little practical application but are of great aca- 
demic interest. 

All these scattered facts may bewilder you, but they 
should leave you with the one generalization that a good 
all-round diet with good variety in the menu is desirable 
for the best health. I believe you will also realize that our 
conception of Vitamins has considerably changed from 
what it was ten years ago. 

The ‘administration of so-called shot-gun mixtures of 
Vitamins should never be resorted to. Vitamins must not 
be allowed to become a “fad’’ else they will fall into dis- 
repute. 

In conclusion may I remind you that our knowledge of 
the Vitamins is still rapidly increasing and that some of 
the things I have said may have to be revised in the fu 
ture. Although much of this rather hackneyed talk is of 
little practical use, it will, I hope, make you feel that the 
science of nutrition in medicine is not a closed chapter. 


Presented at the Canadian Dietetic Assoc‘ation Convention, May, 1937. 


Pembroke Hospital Superintendent Resigns 


Miss M. M. Jones, who has been superintendent of the 
Pembroke Cottage Hospital for the past two years, has 
resigned, and her letter of resignation will be dealt with at 
the next meeting of the board of governors. 


Travelling Pool for Delegates 


For the information of those who were delegates to the 
Canadian Hospital Council Meeting in September, and 
whose travelling expenses are being pooled, as in previous 
years, the adjustment of these amounts has been delayed 
owing to the difficulty of getting’a complete list of travel 
ling expenses from the different associations. At the time 
of writing, all statements but one have been received and, 
upon the receipt of this, it will be possible for the central 
office to strike the average and proceed with the next step 
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Ontario Hospital 


HE situation in which a number of Tor- 
(9 en Hospitals have found themselves as 
the result of large deficits owing to the 
heavy costs which they have incurred in the treat- 
ment of the indigent sick, sent to them under city orders, 
is not a happy one. 

These hospitals, although built and equipped very 
largely by private funds, and their operation directed by 
voluntary Boards, are in the unfortunate position of being 
obliged to go to the City and plead for funds to meet these 
deficits. 

Most voluntary hospitals in other parts of the province 
are in a similar position and we feel that the time has 
come when the vast majority of the public of Ontario are 
sufficiently well informed upon the splendidly efficient and 
economical services being rendered to the sick by the hos- 
pitals, that they do not desire to see these institutions con- 
stantly placed in the financial embarrassment in which 
they now find themselves. 


* * * 


Women’s Hospital Aids Association 
Province of Ontario, Canada 
Association formed 1910 Individual Aid formed 1865 
A NEW YEAR MESSAGE 
From Margaret Rhynas, President 


It was Fhackeray who said—never lose a chance of say- 
ing a kind word, as Collingwood never saw a vacant place 
in his estate, but he took an acorn out of his pocket and 
placed it in the earth. An acorn cost nothing but it may 
sprout into a prodigious bit of good timber. 


This is true of k:ndness and consideration—one toward 
another—Our Saviour explained to His disciples, that the 
only greatness in the Kingdom was—Service. 

Thou shalt be served thyself by every sense of Service 
which thou renderest. 

We should be watchful of our attitude, one toward an- 
other. 

Inspiration, Encouragement and Happiness are healing 
balms and come through sincerity and understanding, one 
of another; unkindness and thoughtlessness leaves many 
scars and is not conducive to Peace. 

Upon entering this New Year, may we, as never before, 
strive to leave the imprint of Sincerity, Generosity and 
Kindness upon those with whom we come in contact. 

Clear thinking, high minded, Christian women are 
needed in every sphere of life. It is our great privilege to 
attain to this standard, by our contribution to life in all its 
fullness. May we dedicate ourselves honestly, sincerely 
and unreservedly, to the good of others. Break the 
alabaster box upon the hearts of those with whom you 
come in contact. Whether rich or poor, black or white, 
who need understanding and sympathy, speak a kindly 
word to the downcast and extend the hand of good cheer 
to the needy. 
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Association News 


“If your life is unselfish, if for others you live, 

It is not how much you get, but how much you 
can give. 

If you live close to God. In His Infinite Grace. 

You won’t have to tell. It will show in your face.” 


We all need Wisdom, Patience, Faith and Compassion. 
So teach us to number our days, that we may get us a 
heart of Wisdom. Anyone can tear down and break the 
faith of others. It takes Vision, Intelligence and Courage 
to build any worthwhile structure. Be a builder—not a 
wrecker. Use the faculties God gave you. Do not let 
others think for you, act for you, use your gifts or you 
and they perish. 


If we could take selfishness and jealousies out of the 
world, there would be more happiness than we would 
know what to do with. 


I think Elbert Hubbard's creed could be quoted with 
profit, “I believe in hands that work, brains that think 
and hearts that love.” 

Lord Tweedsmuir, in one of his illuminating addresses 
said, “We have not paid our debt to the past, until we have 
placed the future in debt to us.” 

We would do well to make this challenge our goal. 
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Alberta Hospital Association News 


Medico-Legal as Applying to Hospitals 
By S. W. FIELD, K.C. 


HE title of the subject which I am going to discuss 
is very formidable and very learned. What I really 
propose to discuss briefly is this particular ques- 
tion: What is the responsibility of a hospital, a nurse, a 
doctor, an operating surgeon, an X-ray technician, or an 
intern, with respect to injury caused to a patient while in 
the hospital under the care of the authorities. That 
sounds like a very simple and easy question to determine. 

I really do not know the answer to a good many of the 
problems I am going to put to you. I spent last week in 
the Court of Appeal, taking part in, and listening to an 
argument on the very question of which we are speaking, 
and when we were through we came to the conclusion 
that the matter was entirely obscure, and that any new 
decisions of the higher court might completely upset the 
principles already established. 

There are, however, some very definite principles estab- 
lished in regard to liability. In the first place, outside of 
hospitals it is a definite simple rule of law that if anybody 
or any corporation of any kind has an employee and that 
employee in carrying out his or her work is negligent or 
careless then the employer is responsible for the injury 
that results. That principle applies as far as I know with- 
out any modifications whatever to every kind of an insti- 
tution except a hospital. I think the reason for that dis- 
tinction was this: that when the question of negligence 
by nurses and doctors and surgeons came up the courts 
found themselves faced with two difficult principles. One 
was that obviously a person who is injured through no 
fault of his own through the mistake or carelessness or 
negligence of some other person ought to be paid the 
damages which he had suffered, but on the other hand the 
hospitals were largely supported by public funds or by 
charity and to impose upon them the enormous burden of 
paying for any mistake which might be made under the 
pressure of heavy work or by any person through a 
momentary lapse was to make the carrying on of hospitals 
an almost impossible burden, so the courts devised a for- 
mula. That is a form of words which appears to be full 
of meaning and when you analyse it, it is extremely diffi- 
cult to apply, and the formula the courts devised was this: 
They said: a hospital as far as nurses are concerned is to 
be responsible for what the nurses do if it is routine, but 
they are not to be responsible for what nurses do if they 
are carrying out their professional duties. That sounds 
very plain and simple, but when you get down to it you 
are immediately faced with the proposition, what is rou- 
tine duty and what is professional duty, and there have 
been some very surprising differences of opinion and ap- 
plications. For example a niunicipal hospital, some years 
ago, had a nurse, who after an operation, burned a patient 
by having an over heated hot water bottle. After a 
strugggle which went to the Supreme Court of Canada, 
the courts held that that was routine and the hospital was 
liable. Last year a nurse in a Toronto Hospital was using 
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an electric cradle for the treatment of a patient. Instead 
of putting in three bulbs she put in five and burned the 
patient. The Court of Ontario held that the hospital was 
not responsible for the nurse who used the electric light 
of the cradle because in that case she was exercising her 
professional skill, and the hospital could not control it. 

Shortly afterwards some court had this state of facts 
before it. A doctor at the hospital was giving therapeutic 
treatment. The doctor said to the matron: I think per- 
haps this treatment might be of benefit to my patient. The 
matron said to the nurse: give the patient this treatment. 
The nurse gave the treatment, and that was held to be 
routine and the hospital was liable. 

You can see the difficulty and impossibility of deter- 
mining just what the rule is. The general principle under- 
lying is ordinarily this: that if a hospital board has know- 
ledge sufficient that it could be able to regulate what the 
nurse is doing, then they are responsible for what she 
does, but if their knowledge is not of such a technical 
character as to enable them to give directions to the nurse, 
then they are not responsible. Of course the nurses are 
not usually good for judgment for 10, 12 or 15 hundred 
dollars. You can see the sense underlying the thing. The 
hospital board could give directions to the nurses to this 
effect: you shall use a hot water bottle of a certain tem- 
perature. Anybody to whom that direction was given 
would be able to carry it out. It does not require any 
special training, but a hospital lay board cannot say to a 
nurse: you shall apply an electric cradle in such a way as 
not to apply too much heat, because the board managing 
the hospital presumably does not know themselves. It 
takes a certain amount of training to get that information, 
and therefore it is left to the nurse, and under those cir- 
cumstances the hospital is not liable. 

There is another matter that requires consideration and 
that is this: supposing a nurse is in the operating room 
and the surgeon is performing an operation and the nurse 
is there assisting. It seems now perfectly clear that under 
those circumstances the hospital are not liable for her 
mistakes at all, because the rule is that when she goes into 
the operating room she goes there under the control and 
subject to the direction of the doctor in charge, and that 
the hospital authorities, be it the medical superintendent, 
or be it the matron, or be it the board, has no right im 
there and dictate to the doctor what he shall do and how 
he shall operate. The nurse ceases, while she is in the 
operating room, to be the servant of the hospital at all and 
becomes the servant of the doctor. So under those circum- 
stances the hospital is entirely free from liability. 

Another nice question is what happens in an X-ray 
room, in a hospital where the technician is employed and 
the doctor is conducting a fluoroscopic examination, the 
technician being in charge of the operating of the ma- 
chine, and somebody is burned. What still remains to be 
decided is: Is the nurse under the control of the doctor 
or not? Is the doctor entitled to say to her, you shall do 
so and so and run the machine a certain way, or is she 
operating the machine independently of anybody, or is she 


The CANADIAN HOSPITAL 





liable 
the e 


if tha 
was wu 
that s| 

I tl 
of the 
not m 
of bei 
velopi 
to the 
hospit: 
as the 


JANL 


- she 
nical 
urse, 
; are 
dred 
The 
this 
tem- 
riven 
any 
toa 
Ly as 
ging 
. a 
tion, 
 Cir- 


. and 
room 
1urse 
inder 
- her 
_ into 
and 

that 
dent, 
ht in 

how 
1 the 


always under the control of the hospital? That question 
as I say came up in the Court of Appeal, for four days 
last week, and they have not yet given a judgment so it 
is impossible to say what the solution will be. 

You can see the difficult question that arises. Is it the 
duty of the doctor who knows nothing about the X-ray 
machine to be able to tell her the machine is not working 
right? Is the hospital responsible for what the technician 
does, although they have no knowledge themselves, or is 
the technician herself liable? That problem remains un- 
solved. 

It is quite clear that interns are in the same position as 
nurses, but they are only liable for what are known as 
routine duties. The hospital would be liable if an in_ern 
did not call a doctor in charge and that resulted in injury 
to the patient, because that is something apparently that 
any body with any common sense would know ought to 
be done. When a patient is very sick you ought to call a 
doctor. That is what the rule says, but it has always 
seemed to me that it misses the whole point of the question 
which is: how can you tell how sick a patient is? You 
would have to have some special technical knowledge to 
know whether or not a patient was in such a condition that 
he ought to have a doctor, but the courts say: no, that is 
what they call routine duties. 

These are the main divisions of the liability. Of course, 
the hospital always has to prove that it took proper care 
in selecting members of its staff and that is proving that 
its nurses are properly qualified and its doctors, and its 
technicians. That brings up another somewhat difficult 
point. It is easy enough to prove that a doc.or is properly 
qualified. It is easy enough to prove a nurse is properly 
qualified, but there are other hospital employees where it 
is not so easy to determine that they possess proper quali- 
fications and that the Board have taken proper care in 
selecting them 

Suppose you got a girl who is not qualified. You are 
liable unless you can satisfy the court that you made all 
the enquiries open to you and had all her credentials and 
even then, if the jury decide something else might have 
been done the hospital may find themselves subject to 
heavy liability. For that reason it is most important that 
where the hospitals are responsible for technicians and the 
operators of steam boilers, that if they are going to save 
themselves from that responsibility, they should take the 
utmost care in enquiring into the qualifications of these 
persons who submit their qualifications for the appoint- 
ment. 

Even if a nurse is qualified you would not take her if 
you knew she was incompetent. But even if you have 
done that then under certain circumstances you may have 
taken all the precautions in the world with your staff, but 
if that staff makes a mistake then the hospital, unless she 
was under the control of a doctor, is responsible for all 
that she does. 

I think I have dealt with the most interesting aspects 
of the liability of hospitals. I realize that I probably have 
not made it clear, particularly perhaps as it is not capable 
of being made clear. This is a particular law that is de- 
veloping and changing and swinging back from one side 
to the other, but it is a problem of great interest to every 
hospital board, and to every doctor and every nurse, and 
as the judges have said, it is time the legislature made up 
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its mind where this liability is to lie. Is the patient that 
goes into the hospital to take the risk or is the hospital to 
bear it? It is a matter of policy to be considered as such, 
but there should be various considerations in favor of pa- 
tient and hospital both and then the matter should be 
settled once and for all by statute. It is for the legislature 
to determine what is the policy, not for each individual 
judge to go a certain distance as he feels the law should 


Donation to South Porcupine Hospital 
Mr. F. W. Schumacher of Columbus, Ohio, has very 
generously notified the directors of the South Porcupine 
Hospital that he is donating a total of $20,000 towards 
the maintenance of the hospital. 


Alberta Hospital Association Appoints 
Officers for 1938 

The following officers were elected at the recent Alberta 
Hospital Association Convention : 

Honorary President, Hon. Doctor W. W. Cross, Min- 
ister of Health; President, James Barnes, Calgary General 
Hospital, Calgary; Secretary-Treasurer, Frank Swain, 
High River; Executive Members, Col. E. R. Knight, 
V.D., A.D.C., Calgary, Sister Mansfield, Calgary, S. Ed- 
wards, Olds, E. Dutton, Lethbridge, and Doctor S. Mc- 
Ewen, Medicine Hat. Members appointed to the Legisla- 
tion Committee were: Dr. A. E. Archer, Dr. A. F. Ander- 
son, H. Milton Martin, J. A. Montgomery, and Dr. R. T. 
Washburn. 
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CEE Medicinal Spirits 
lodine Solution Denatured Alcohol 
Absolute Ethyl B.P. Anti-freeze Alcohol 

Absolute Methyl 


Rubbing Alcohol 


Adapted to Hospital Services. Tested 
precisely from raw materials to 
finished products. All formulae ac- 
cording to Dominion Department of 
Excise Specifications and the British 
Pharmacopoeia. 


The facilities of our Research La- 
boratories are available at all times. 
Graduate chemists supervise this di- 
vision, which is available for use by 
all Maple Leaf Alcohol users. 


CANADIAN INDUSTRIAL ALCOHOL 
COMPANY, LIMITED 


Montreal Corbyville Toronto Winnipeg Vancouver 












HANoverR, Ont.—Miss H. Tregear, formerly Superin- 
tendent of the Carman General Hospital, Carman, Man., 
is now Superintendent of the Hanover General Hospital, 
Hanover, Ontario. Her duties commenced January 2nd, 
1938. 

cg * * * 

Lonpon, Ont.—An early start on the proposed $400,- 
000 addition to Victoria Hospital is assured by the passage 
of the hospital by-law authorizing the city council to con- 
tribute $200,000 towards this project. 

“eae 

Lonpon, Ont.—One of the London papers has re- 
cently been carrying some very interesting full-column 
articles on the Victoria Hospital written by a patient, ob- 
viously with ability in descriptive writing. These articles 
describe in layman’s language what went on, the people 
whom he met, the value of the laboratory work done, and 
the articles are freely interspersed with snatches of in- 
teresting conversations. They are most readable, are 
highly appreciative of the service given, and cannot help 
but do a tremendous amount of good wherever they may 
be read. 

* * * 

Ottawa, Can.—The new advisory committee on ma- 
ternal welfare is to be made up of Professor W. A. Scott 
of the University of Toronto, Professor John D. Mc- 
Queen of the University of Manitoba, Professor Stephen 
Langevin of the University of Montreal, and Dr. E. 
Couture of Ottawa. The object of the committee will be 
to study causative factors of maternal mortality, and to 
recommend the adoption of such remedial measures as 
may be considered of value in the reduction of maternal 
mortality. 

te 

Recina, Sask.—C. C. Gibson, steward of the General 
hospital, was appointed assistant superintendent at a 
meeting of the board of governors recently. The appoint- 
ment was made in view of his duties, which require him 
to work with G. Patterson, also assistant superintendent. 

ak. 

Recina, SasK.—The life of an administrator of a 
municipal hospital is not an easy one. Recently, the med- 
ical staff of the Regina General Hospital had occasion to 
bar one of the practitioners in that city from further work 
in the hospital. The doctor in question has now made this 
exclusion a municipal election issue, and the local press 
has given much space to his protests and to his criticism 
of the superintendent, Doctor Hugh H. Mitchell. This 
regretable incident again illustrates the difficulty of keep- 
ing a municipal hospital out of politics, particularly when 
board members are elected by the people at large rather 
than appointed by the.municipal authorities. 

ik 

WIinpsor, Ont.—Recently there was considerable ex- 

citement at the Hotel Dieu, where a living infant was de- 
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livered by Caesarean Section two minutes after the death 
of the mother from eclampsia. 
* * * 
Construction 
A new hospital with a capacity of at least 85 beds is 
being considered at Drummondville, Quebec. 
a 
A municipal hospital for Roland, Manitoba, has been 
under discussion. 
“ee 
Opening of a hospital at Kyuquot on the West Coast of 
Vancouver Island is announced by the British Columbia 
division of the Red Cross Society. The society hopes to 
add other regions to the growing list of districts which 
now have outpost hospitals and is making plans for at 
least three more institutions to follow the opening of the 
Kyuquot building. 


American Hospital Association to Meet 
in Toronto in 1939 


T the December meeting of the Board of Trustees 
A of the American Hospital Association and its new 
Committee on Co-ordination of Activities, which 
is formulating the work to be undertaken by the six newly 
created Councils, a number of items of interest to Cana- 
dian hospital workers were under discussion. 
Texas for 1938 
It was agreed that the meeting in 1938 will be held in 
Dallas, Texas, September 26th to 30th. Dallas is unusually 
well-equipped to handle a convention of this type, and 
real Texan hospitality has been assured. 
Toronto in 1939 
It was definitely settled that the 1939 meeting will be 
held in Toronto in conjunction with the meeting of the 
International Hospital Asssociation. Certain difficulties 


in Toronto with respect to the use of some of the facilities) 


have been solved and the tentative dates have been s 


The International Hospital Association will meet Sept . 


19th to 23rd and the American Hospital Association v 

meet Sept. 25th to 29th, the American College of Hospita 
Administrators and the Protestant Hospital Associatil 
meeting during the intervening week-end. Doctor M. 7 
MacEachern, Doctor Harvey Agnew and Doctor R. € 
Buerki were named as American Hospital Associati¢ 
representatives to the International Hospital Associatiot 


February Meeting of Association Officers 


Plans for the usual February meeting of the presiden : | 
and secretaries of state, provincial and regional associa=) 
tions were completed. These meetings will be held om} 


Monday, February the 14th, the annual dinner being hel 
that night. : 
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Brief Being Prepared for Rowell 
Commission 


At the time of going to press the Executive Committee 
of the Canadian Hospital Council was engaged in the 
preparation of a Brief to be submitted to the Royal Com- 
mission on federal-provincial relations. National or- 
ganizations have the privilege of submitting briefs to the 
Commission on various topics, and that of the Canadian 
Hospital Council has dealt entirely with matters of hos- 
pitalization. 


The sessions of this Royal Commission are affording 
Canadians a marvellous opportunity to place before this 
body their views with respect to various aspects of govern- 
ment and federal-provincial relationship in Canada. Ap- 
parently, it was the primary desire of the commissioners 
to limit the scope of their enquiry, but from the public 
hearings already held and the various briefs which have 
been submitted, or are now in the course of preparation, 
it would appear that the scope of the study will be a very 
broad one indeed. 


We understand that briefs from national bodies had to 
be submitted by the 31st of December. Provincial hospital, 
medical and other associations have the privilege of mak- 
ing presentations during their provincial hearings. Mani- 
toba and Saskatchewan have already had sittings; the 
Commission will be sitting in Ottawa during the latter 
part of this month, and will have sittings in the Maritime 
provinces in February, in British Columbia and Alberta 
in March and in Ontario and Quebec in April. 








Broken Orange Pekoe 
INDIVIDUAL TEA BAGS OR BULK 
yr HOSPITALS 





Cartons of 500 or 1000 Bags Send 
R. B. HAYHOE & CO., LTD. 


7TFRONT ST.E. TORONTO.CANADA 


us sample 
order. We ship same 
day as order received. 
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Pure Wool 


BLANKETS 


and 


OVERTHROWS 
made specially for 
HOSPITALS, HOTELS and 
INSTITUTIONS 


also specializing in 
HOSPITAL LAUNDRY 
SUPPLIES 


var Wn Tear 
at o roner ° 
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Casts Woven Names 


SAVE MONEY 
INSURE ORDER AND SANITATION 


Economy is vitally important these days, and your linen bills 
must be kept down. Lost towels, mislaid sheets, wrongly 
used linen mean losses in money, in time, in orderliness, in 
sanitation, in good management. That is why more hospitals 
are constantly using CASH’S WOVEN NAMES to mark all 
linen and the wearables of nurses, physicians, attendants. 
CASH’S NAMES identify instantly, prevent loss or misuse, 
cut replacement costs. They are the sanitary, permanent, 
economical method of marking. 

Write and let us figure on your needs—whether institutional 
or personal. A folder of styles and samples with full in- 
formation will be sent on request. 


INDIVIDUAL NAME PRICES 
1.50 9 doz. 


12 doz 


$2.00 
J. & J. CASH, INC. 
168 GRIER ST., BELLEVILLE, ONT. 

















CANADIAN LABORATORY SUPPLIES 
LIMITED 


Canada’s Leading Laboratory 
Supply House 


— —— 
CANLA®S 


Headquarters in Canada for Laboratory Apparatus 
and Chemical Reagents 


32 Grenville St. 


296 St. Poul Street West - 


Toronto 5, Ont. 
Montreal, Que. 




















X-RAY COURSE OF INSTRUCTION 
FOR TECHNICIANS 


Sydenham Hospital 


Three months’ instruction in X-ray tech- 
nique, including X-ray therapy service. 


Those eligible are nurses, college or high 
school graduates. 


Classes form the first of each month. 


For information write: 


DR. A. S. UNGER, Secretary — Board of Governors 
565 Manhattan Avenue, New York, N.Y. 




















Effective New “Soap Saver” 

Hospital executives will be interested in the tremen- 

dous saving of soap made possible by the new Wood’s 
Lathurn Soap 
Dispenser. It 
mixes 90% 
Air with 
10% Soap, 
and dispenses 
a rich, creamy 
lather that 
just cannot 
run through 
your fingers 
like “liquid” 
soap. 

Not only is 
the saving 
to be made 
outstanding, 
but this Lath- 
urn Soap is smoother and more cleansing. 

G. H. Wood & Company Limited, Toronto, tell us that 
thousands are now giving satisfactory and economical 
use. They fully guarantee the service. 


Colgate Palmolive Completing $500,000 
Plant Addition 


With the mortar scarcely dry on the $250,000 extension 
built in 1937, Colgate-Palmolive-Peet Co. Ltd., have 
started work on a second quarter-million dollar addition, 
to be completed in 1938. 

To take care of the greatly increased demand for Col- 
gate-Palmolive quality products, and to meet anticipated 
future increases, $85,000 will be spent to increase the floor 
space of the present daylight plant at 64 Natalie Street, 
Toronto. 

Following directly upon the quarter-million dollar ex- 
pansion of 1937, this further investment of $250,000 in 
1938 is concrete evidence of public faith in, and demand 
for Colgate-Palmolive products. It is, too, a definite indi- 
cation of the company’s faith in continued Canadian pros- 


perity. 


Hospital Legislation 
(Continued from page 18) 


medical practitioner shall be attended by members of the 
active staff, in rotation. 

A clinical laboratory shall be provided in the hospital. 

Any tissues or sections of tissues removed at operation 
or curetage shall, with certain exceptions, be sent to a 
pathological laboratory for examination and report. 

Orders for treatment must be signed by a medical prac- 
titioner. 

The Hospital Board is responsible for seeing that there 
is a complete medical record of every patient. 

Written consent for operation is required except in 
cases of emergency. The operating surgeon must file a 
description of the operation and the anesthetist must file 
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Director of Nursing Wanted 


One hundred bed general hospital in 
Ontario wishes to engage a director of 
nursing. Apply stating age and full par- 


ticulars of experience, to Box 192, The 
Canadian Hospital, 177 Jarvis Street, 


Toronto. 




















SALESMAN WANTED 


Aggressive salesman with good Hospital 
and Hotel connections in Ontario, to sell 
Give full 
particulars in confidence. Our employees 
know of this vacancy. Box 311, The Cana- 
dian Hospital, 177 Jarvis St., Toronto. 


well known line of mattresses. 

















a record of the anzsthetic and anesthesia. 

No abortion may be performed without a recommenda- 
tion by two medical practitioners. 

Before a major operation is performed on any indigent 
patient, a member of the surgical staff shall be called into 
consultation and shall record his opinion in writing, and 
such opinion shall form part of the patient’s record. 

The existence or suspected existence of puerperal sepsis 
or puerperal fever shall be reported to the superintendent 
by the attending physician. Such patient shall be effec- 
tually isolated, and the nurse in attendance shall be ex- 
cluded from nursing any other obstetrical or surgical 
patient. 

A consultation shall be held by two or more members 
of the active staff on every indigent patient who is criti- 
cally ill, or any indigent patient remaining in the hos- 
pital for more than 30 days, and thereafter every three 
weeks during the entire stay of the patient. 

When an autopsy is performed, a report, signed by that 
medical practitioner who performed such examination, 
must be filed in the patient’s record. 

No hospital for incurables shall admit, as a patient, any 
indigent person or the dependant of an indigent person, 
for the charges for whose treatment a municipality may 
be liable, except upon the written certificate of a legally 
qualified medical practitioner, that such patient is an im 
curable person requiring treatment in a hospital for im 
curables.” 

(To be continued ) 
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